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Abstract 
Students with emotional disabilities are disproportionately suspended and 
expelled in K-12 schools.  Attribution theory suggests individuals are less likely to 
provide assistance to others if they believe the individuals are responsible for their own 
difficulties.  To test attribution theory, this study created new measures of explicit 
attitudes and implicit associations of licensed 6-12th grade staff regarding students with 
depression as well as a helping behavior measure of staff toward students with 
depression.  The survey was distributed within a single school district in the western 
United States. A majority of the sample (N = 52) held a mental health license (60%), 
were service providers (62%), and experienced symptoms of depression (45%).  The 
measures of the dimensions of explicit attitudes, external control (α = .28), locus (α = 
.23), personal control (α = .19), and stability (α = .18), showed limited evidence of 
reliability as did the helping behavior measure (α = .19).  A confirmatory factor analysis 
model with attitudes predicting helping behaviors did not have evidence of the model fit, 
χ² (1, N = 44) = 66.50, p < .001.  The implicit association test found evidence of 
reliability (α = .74) and found a large effect size (Cohen’s d = -3.44).  This finding 
indicates staff associate student symptoms of depression with ‘bad’ more quickly than 
they associate it with ‘good.’ 
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Chapter One: Introduction/Literature Review 
Federal Disability Law in the United States 
“Jackson” was a 10th grader with a diagnosis of depression who had attended 
multiple high schools due to academic struggles.  Jackson had qualified under Section 
504 as a student with an impairment that substantially limited his abilities to concentrate.  
He roamed the hallways during class and had disengaged from his schoolwork.  One day 
Jackson wrote an ominous letter to one of his friends who notified staff who searched for 
him.  They found him in a bathroom and though he left willingly he left behind his 
backpack.  Students found his backpack in the bathroom later and it contained a small 
knife.  When questioned by the school psychologist he stated, “I would not hurt myself 
with that knife. I’d find a larger knife.”  Jackson claimed he had the knife for protection 
since he lives in a dangerous part of town.  The school psychologist referred Jackson to 
the hospital due to these suicidal statements and he was admitted on a mental health hold.  
The school sought to expel Jackson for possessing the knife.   
Since he was an eligible student under Section 504 he was entitled Manifestation 
Determination Review (MDR) where the school team would meet to determine if his 
behavior was linked to his condition or if his actions were the direct result of a failure of 
the school to provide him with accommodations or services.  If either of these conditions 





influenced his behavior then the school could not expel him.  During the MDR, school 
staff believed he made a choice to bring the knife and chose to conceal his backpack in 
the bathroom.  When asked if his depression played any role in his decision making the 
school team refused to consider that possibility. Jackson was expelled and never returned 
to the school district.  Jackson’s story is not atypical for students with severe depression.  
Despite his diagnosis staff had no concrete evidence of his depression and they did not 
recognize his symptoms.  There are laws that protect students with disabilities like 
Jackson from discrimination.   
In the United States, there are two federal laws that ensure students with 
impairments receive a free and appropriate public education (FAPE): the Individuals with 
Disabilities Education Act (IDEA) and Section 504 of the Rehabilitation Act of 1973.  
Originally passed in 1975, the IDEA is more well-known because it provides schools 
with supplementary funding to service students with the most significant impairments.  
Section 504 (as it is often referred as) does not trigger additional funding when students 
qualify, but it is a broad civil rights law with provisions that covers a wider population of 
students with impairments.  Compliance with Section 504 can be more difficult for 
school districts because it is less regimented than the IDEA and they must use regular 
funding mechanisms to meet the needs of these students.  In combination these two laws 
require school districts to locate, identify, and evaluate students with impairment so they 
can receive an appropriate education.   
The IDEA requires states and school districts locate all students with impairments 
who may need special education and related services.  Special education includes 





specialized instruction in the area(s) where the student has experienced deficits.  Special 
education consists of a modified and individualized curriculum that differs from what one 
might receive in general education.  The process to locate children is known as a Child 
Find obligation.  School districts can identify a majority of students who enroll in their 
public schools, but Child Find extends to all children in the district who may be 
homeless, home schooled, hospitalized, transient, educated in private schools, or migrant.  
Not all parents know or understand the IDEA so school districts will share Child Find 
information with local medical agencies or mental health centers.   
Once identified, the students are evaluated by the school district to determine if 
the student might qualify (Figure 1).  The evaluation consists of district personnel 
collecting a sufficient body of evidence.  In many cases, trained staff administer and 
analyze assessments to ensure reliable and valid evidence supports eligibility decisions.  
The evaluation also includes the collection of qualitative evidence such as observations 
from licensed professionals or interviews.  The primary purpose of the evaluation is to 
measure the barriers the student faces due to the impairment(s) to assist with decisions 
around eligibility and student needs.  Then a school team convenes to determine the 





























Typically, eligible students must have a condition that requires special education 
to make adequate progress.  Using a variety of cognitive and behavioral measures, 
eligible students fall two standard deviations (SD) below the mean and these scores 
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Individualized Education Plan (IEP) to best meet their needs.  In its reauthorization in 
2004, IDEA contained 13 different categories of impairments.  Individuals with 
depression typically qualify under emotional disturbance (ED) though some IEP teams 
use other health impairment (OHI) (Individuals with Disabilities Education Act, 20 
U.S.C. § 1400, 2004).  Students with depression qualify under ED when the condition 
negatively impacts their educational performance.  Student with depression qualify under 
OHI when the conditions limit their strength, energy, or alertness.  In either category 
symptoms of depression can cause limitations that meet these thresholds.  However, 
Jackson did not meet the eligibility criteria of the IDEA so the school team did not 
consider how his depression may have contributed to his failing grades.   
The fundamental purpose of the IDEA is to provide services and interventions to 
foster improvement so the student can return to a less restrictive environment.  The 
continuum of educational placement is known as the least restrictive environment (LRE) 
and the goal is to meet the needs of students with the fewest amount of supports provided 
by staff members (Figure 2).  School districts receive supplementary funding to provide 
services for eligible students, but it should be noted the current funding only compensates 
school districts for a portion of the cost of these services (Dragoo, 2018).  The least 
restrictive environment would be for a student to participate in general education 
classrooms with no services or accommodations.  Students with more significant 
symptoms of an ED may require a more restrictive setting with lower ratios of staff to 
students than in general education.  Each school team must determine where a student’s 
needs can best be met in the least restrictive environment.   




















Many students with an ED who qualify under the IDEA require mental health 
services.  Services under the IDEA function as interventions.  The student’s academic 
performance has declined or has been inhibited by the condition to such an extent that the 
school district must provide a remedy, or the child may regress or stagnate.  Mental 
health service providers work with these students on skills or techniques to help them 
learn adaptive behaviors.  It is presumed by addressing the root cause of academic 
deficits then students can perform better.  
Section 504 is lesser known than the IDEA, but it is a civil rights law designed to 
ensure students with disabilities can access, benefit from, and participate in school 
programs to the same extent as their peers.  To qualify under Section 504 a student must 
 
Continuum of Least Restrictive Environment (LRE) 
Definition - a requirement in federal law that students with disabilities receive 
their education, to the maximum extent appropriate, with nondisabled peers and 
that special education students are not removed from regular classes unless, 
even with supplemental aids and services, education in regular classes cannot 
be achieved satisfactorily.  
 














have an impairment that substantially limits a major life activity(s) or major bodily 
function(s).  Eligible students may receive special education and related services, but it is 
more common for eligible students only to require accommodations.  Though not a 
requirement school districts typically develop a Section 504 plan for eligible students to 
document the procedural requirements and to share with staff the services and/or 
accommodations the student requires.  Nearly all students eligible under the IDEA are 
eligible under Section 504 and their IEP functions in lieu of their Section 504 plan.  
Section 504 requires similar obligations as the IDEA in regard to identification, 
evaluation, and placement.  Unlike the IDEA, Section 504 does not specify the nature or 
duration of the evaluation nor does it limit the related aids or services a student can 
receive.   
Prior to 2009 students who qualified under Section 504 were disproportionately 
male and affluent (Zirkel & Weathers, 2015).  These outcomes occurred because males 
more frequently exhibit externalizing behaviors that require attention and families who 
could afford private assessments often received Section 504 plans as a backup for their 
children who did not qualify under the IDEA.  Congress passed the Americans with 
Disabilities Act Amendments Act (ADAAA) in 2008 which significantly expanded the 
protections of Section 504.  Prior to ADAAA, federal courts placed the burden on 
families to prove discrimination or agreed with school teams who did not qualify students 
by defining too high a bar for substantial limitation.  Since 2008 school districts must be 
proactive in identifying and evaluating all students when a student has an impairment or 





if they suspect a disability.  Meeting this expectation will require school staff to have 
knowledge of the symptoms of internalizing conditions such as depression.   
It is not surprising legal experts have suggested that if school districts implement 
Section 504 properly then they will have more Section 504 plans than IEPs (Gilsbach, 
2019).  Nationwide approximately 13% of students are eligible under the IDEA which 
approximately coincides with the number of students two SDs below the mean 
academically (U.S. Department of Education, 2019). For example, any student on a 
health care plan for a condition with an expected duration of six months or longer is 
entitled to the protections of Section 504.  Health care plans are developed by the school 
nurse and include the services a student requires to maintain health or support needed 
during an emergency.  In the Memphis City School District, the Office for Civil Rights 
mandated the district create a process to identify and evaluate all students with health 
care plans under Section 504 (Office for Civil Rights, 2012).  In 2015, a class action 
lawsuit against the Compton school district claimed many of the plaintiffs suffered from 
trauma and that trauma is a disability under Section 504 (Peter P. et al. v. Compton 
Unified School District et al., 2015).  The school district requested the judge dismiss the 
suit claiming trauma is not a disability under Section 504.  The judge failed to drop the 
case and shared that trauma may qualify a student under Section 504.  The plaintiffs 
argued that generational poverty, violence, and traumatic events had disabled them, and 
the school district did not notify them of their rights or provide them with FAPE.  Trauma 
affects many students and can often lead to an ED.  The implication of these events 





would support the conclusion more students will qualify under Section 504 in the coming 
years.  
As an unfunded mandate Section 504 does not provide school districts with 
additional funding for Section 504 eligible students and thus they must use their general 
funds to support the needs of students eligible under Section 504.  School district 
policymakers and administrators must commit to meeting the needs of students with 
impairments.  Most EDs are internalizing conditions and thus assessments tools should be 
included in any evaluation of a student.  A majority these tools come with an expense.  
Though a student with an ED might not score two SDs below the mean academically to 
qualify for special education, their condition may significantly impact them 
educationally.  These students may need substantial services to help them with 
symptoms.  The services would not address a significant educational impact like services 
under the IDEA but would ensure the student could participate and benefit from school 
programs.  Depression can keep students out of school periodically so services could 
address these types of gaps.  If a Section 504 team determines a student with depression 
qualifies and requires services then the school district would be obligated to have 
licensed individuals provide such services.  With the prevalence of depression on the rise 
and the expansion of protections under Section 504, school districts will need to adjust 
their resource allocation to meet these demands and ensure eligible students receive 
FAPE.   





Students with Emotional Disabilities 
Across the United States, it is difficult to generalize how staff in schools treat 
students who qualify under ED because each student lives a unique school experience.  It 
is important to examine trends and outcomes because this information can provide insight 
for both policymakers and practitioners.  How staff members treat individual students 
will depend on the needs of the student, the student’s behavior or ability, the services, and 
the accommodations identified on their plan.  Each student has unique needs and 
symptoms of mental health conditions vary widely.  Schools resources and staff 
experience vary both within and across school districts and this distribution can impact 
students (Greenwald, Hedges, & Laine, 1996).  Students with ED need staff who 
understand their conditions and can provide a safe and inclusive environment.  Teacher 
experience has been shown to have a positive relationship with student achievement 
(Vanderhaar, Muñoz, & Rodosky, 2006).  It is likely that teachers with more experience 
have developed skills to support students who have unique needs.  Similarly, it is 
important for a student’s IEP to list services that can help the student meet their goals and 
to identify accommodations that can effectively mitigate their impairments.  An effective 
school team can write a clear IEP and also implement it with fidelity.  However, when 
students with ED break school rules it is important administrators understand how ED 
manifests otherwise they may apply consequences that actually punish these students for 
having an ED.  It is a combination of many factors over time that contribute to student 
success. 





Even if a student does receive FAPE, there are no guaranteed avenues to success 
for students with emotional disabilities (ED).  Students who suffer from severe symptoms 
may be aggressive toward staff, peers, or objects, use profanity, scream, or commit self-
harm as well as many other anti-social behaviors.  When students with ED exhibit unsafe 
behaviors, staff must take actions to keep both the student and others safe.  Many special 
education staff and service providers in schools receive restraint training.  When a student 
becomes violent staff might use proximity control, verbal de-escalation techniques, or 
even restraint techniques.  However, keeping a violent student safe can be traumatic for 
anyone involved and staff may develop negative feelings toward the student.  Many 
professionals can forgive the student for their actions, but not all staff respond and reflect 
in the same way.  In a majority of instances these violent outbursts are a direct 
manifestation of the student’s impairments and thus require a therapeutic response in the 
fallout.       
  Current suspension and expulsion data can act as a proxy for how students with 
ED are treated.  The national data do not measure the full experiences of students with 
ED but can show some of the consequences of having an ED (U.S. Department of 
Education, 2017).  Emotional disabilities can affect one’s behavior or one’s ability to 
control or maintain emotions.  In public schools, these students can receive exclusionary 
consequences for behaviors such as violent acts, making threatening statements, or even 
for non-compliance with staff directions.  The student’s behaviors can often be subjective 
in nature (Skiba, Michael, Nardo, & Peterson, 2002).  For example, if two students are 
off task in a classroom, one might be redirected to task while another may be sent out of 





the classroom.  The nature of the offense can add to differences as well.  White students 
receive suspensions and expulsions more frequently than black students for tangible 
offenses such as fighting or possession of a weapon or contraband (Skiba, Michael, 
Nardo, & Peterson, 2002).  Disciplinary staff can point to specific policies prohibiting 
these acts and determine explicit consequences.  However, black students receive 
suspensions and expulsion more frequently than white students for subjective offenses 
such as being disrespectful or for being disruptive (Skiba, Michael, Nardo, & Peterson, 
2002).  This data suggests staff biases with implementing discipline.  However, evidence 
suggests that discipline data must be considered within the mix of student and teacher 
race, gender disability and socio-economic status (Sullivan, Van Norman, & Klingbeil, 
2014).  It would be inappropriate to claim these problems exist solely due to impairment 
since many variables interact in interpersonal relationships..   
National data on suspension and expulsion rates show how students with ED are 
the most likely candidates to receive severe consequences.  First, students who qualify for 
special education are more likely to receive a suspension or expulsion than their peers 
(Sullivan, Klingbeil, & Van Norman, 2013).  This is not surprising since school staff 
frequently refer students for an evaluation under the IDEA due to negative externalizing 
behaviors.  Not all students who qualify for special education have ED or behavioral 
issues.  Unfortunately, students who qualify under ED are more likely than students who 
qualify under other categories to be suspended or expelled (U.S. Department of 
Education, 2017; Achilles, McLaughlin, & Croninger, 2007).  Students with ED are more 
likely to receive multiple suspensions and thus will be out of school for longer periods 





(Sullivan, Van Norman, & Klingbeil, 2014).  This finding points to the failure of harsh 
disciplinary actions as a deterrent.  However, one study found African American students 
with ED were as likely as white students with ED to be suspended or expelled when 
controlling for socio-economic status and family structure (Achilles, McLaughlin, & 
Croninger, 2007).  This result has no silver lining, and it highlights how students with 
impairments face barriers across all races. 
Students with ED experience internalizing and externalizing symptoms.  
Internalizing symptoms affect individuals in ways not seen by others.  Externalizing 
symptoms can be seen by others and these symptoms can lead to exclusionary 
consequences.  When a student receives a suspension, they are absent from class and do 
not receive instruction.  This occurrence can be problematic since these students qualified 
under the IDEA due to identified academic deficits.  Suspensions may exacerbate these 
deficits and students may fall further behind if they do not receive a proper remedy.  
Similarly, expulsion is reserved for students who exhibit the most severe behaviors.  
Students with ED would be excluded for school and thus would not receive the benefits 
of a typical education, but they are entitled to receive the services outlined on their IEPs.  
Part of the problem is that many students can recognize when they are treated differently.  
Students feel like they are under surveillance or are placed in lower-level classes to keep 
them in line (Moses, 2010).  Neither of these would be considered part of FAPE.  Current 
laws provide some level of protection, but these data have shown students with ED are 
most likely be excluded from school.  School district policies and practices must improve 
to ensure these students receive a FAPE.  





Students who receive a suspension or expulsion are at greater risk of future anti-
social behavior (Hemphill, Toumbourou, Herrenkohl, McMorris, & Catalano, 2006).  
This finding is not surprising because these students can fall further behind academically 
when they are removed from class.  If they are unable to complete the new work or keep 
pace with the material then they are less likely to finish work which teachers may view as 
a form of non-compliance.  These cycles perpetuate academic gaps for these students.  
Students with the highest level of needs face systemic barriers that inhibit their progress.   
Punitive consequences can punish students simply for having a disability due to 
the subjective enforcement of school discipline policies.  School rules require compliance 
from students and staff have the discretion and authority to interpret behaviors and 
enforce rules.  When a student acts or fails to act, a staff member has the power to 
discipline the student based on their perception of events.  For teachers, non-compliance 
may be seen as a threat to their authority within their classrooms and thus they may assert 
their authority by removing these students from the learning environment (Liiv, 2015).  
Some staff believe they have limited options in their classrooms and use removals due to 
time limitations to adequately improve their relationship with their students (Reynolds-
Lewis, 2015).  Disciplinary data suggests that implicit bias on the part of staff members 
may also contribute to disproportional removals for students with ED (Skiba, Michael, 
Nardo, & Peterson, 2002).  The act of labeling these students as ED can have harmful 
consequences due to prejudice and bias (Florian et al., 2006).  IDEA and Section 504 
require schools identify and evaluate students, but the combination of labeling and the 
prevalence of mental health stigmas may affect their experiences in school. There is 





evidence that students who receive special education services do not improve 
academically compared to peers and in some cases show academic declines (Kvande, 
Bjørklund, Lydersen, Belsky, & Wichstrøm, 2018; Nelson, Benner, Lane, & Smith, 
2004).  This problem exists despite laws specifically designed to improve academic 
outcomes.  School districts receive funding to address these deficits.  Despite years of 
research and financial support, students with impairments continue to score below their 
peers and policy makers, school staff, and families have largely failed to improve the 
educational opportunities and experiences of these students.  Many stakeholders have 
identified this as a serious problem and are committed to finding a solution. 
The Effects of Depression 
Since emotional disabilities encompass a variety of conditions, this study 
narrowed its scope and focus to depression.  Students with depression can qualify under 
the IDEA with an ED when the condition is ongoing, substantial, and causes educational 
decline or stagnation.  Students with depression can qualify under Section 504 when the 
condition substantially limits a major life activity such as thinking, learning, or 
concentrating.  Under either law the student could receive accommodations or services 
that mitigate the effects of the depression depending on the severity.  Under the IDEA, 
eligible students more frequently require services since the effects of depression have 
caused a greater impact on their educational attainment.  Most students eligible under 
Section 504 require accommodations, but those with depression will often need services 
too.  Eligibility is based on either the existence of an educational impact (IDEA) or the 
substantial limitation of a major life activity (Section 504).  Many students with 





depression will qualify under one of these laws.  It is important to examine how the 
symptoms of depression can manifest in students to understand what these students face. 
One of the worst outcomes often associated with depression is suicide.  According 
to the Centers for Disease Control, the youth suicide rate rose 56% from 2007 to 2017 
(Curtin & Heron, 2019).  This increase in such a short time span indicates a substantial 
problem.  However, it is unclear what factors led to this increase.  This time frame 
correlates with the rise of social media and there may be a relationship between these 
events.  Social media led to a new phenomenon: cyberbullying where individuals or 
groups target and spread negative information about others (U.S. Department of Health 
and Human Services, 2019).  Unlike face-to-face bullying, cyberbullying is more 
problematic and dehumanizing because bullies do not see the reaction of their victims 
(Slonje, Smith, & Frisén, 2012).  Online there are pro-suicide websites, message boards, 
chat rooms, and forums where suicide is glorified and encouraged.  Some victims have 
used on-line platforms to live stream their suicide.  Suicide is the second leading cause of 
death among 15-29 year-olds (World Health Organization, 2017; Miron, Yu, Wilf-Miron, 
& Kohane, 2019).  The loss of anyone to suicide devastates families and communities 
and leaves many questions in its wake.  Suicide is a growing problem and is often linked 
to depression.  School staff can play an important role in suicide prevention since 
students spend a lot of their time in schools.  
Childhood depression is a new and expanding area of research.  Current research 
indicates increases in the prevalence of depression across all age groups around the world 
(Nguyen, Hellebuyck, Helpern, & Fritze, 2017; World Health Organization, 2017).  It is 





possible the increase in the rate of suicide is related to the increase in the rate of 
depression.  According to the World Health Organization (WHO), depression is the most 
common mental health condition in the world among adolescents (World Health 
Organization, 2014).  In one survey, 3 out of 10 middle and high school students admitted 
to feeling sad or hopeless for two or more weeks in the last year (Denver Public Health, 
2018).  Increases in depression may be attributed to a number of negative factors such as 
more pressure from peers, adults, or social media, but also could be due to better 
awareness and better tools such as screeners used to identify sufferers.  With an increase 
in depression, more students will qualify under Section 504 or the IDEA.  Eligible 
students may need services that give them compensatory skills they will need to complete 
academic tasks that require cognitive endurance.  Students with depression can struggle 
with completing daily work so a 504 plan or IEP can help address such difficulties. 
Young people with depression are the least likely to seek professional help as 
many will either keep their problems to themselves or speak to their friends (Barney J. L., 
Griffiths, Jorm, & Christensen, 2006).  By turning to friends, sufferers do not obtain help 
that could be obtained through a licensed professional.  Those who do obtain professional 
help do not always respond well to treatment (Essau, 2004).  By keeping depression 
hidden, sufferers can exacerbate their condition through isolation.  Depression is a 
growing concern linked to suicide and despite improvements in identification and support 
further effort is needed to combat this illness. 
Depression is a mental health disease that can affect one’s behavior, mind state, 
and psychological well-being.  Sufferers of depression are unable to control its onset and 





struggle to control its effects.  Children and adolescents suffer with symptoms from 
mental health conditions because they may not be able to identify the symptoms and lack 
the self-awareness required to seek help.  In school, students who have a mental health 
condition(s) often struggle with symptoms.  School rules require compliance with rules, 
but depressed students present as defiant and non-compliant.  When a student with 
depression experiences symptoms that student is not willfully breaking the rules.  Instead, 
that individual is in need of accommodations and/or services to lessen the effects of the 
depression. 
Symptoms of Adolescent Depression 
Major depressive disorder (MDD) is the most common form of depression and is 
defined as a period of two weeks or more where individuals have a sad mood or lose 
interest or pleasure in daily events (American Psychiatric Association, 2013).  Persistent 
depressive disorder is less common, but symptoms last two or more years.  Common 
symptoms of depression include weight loss, insomnia, fatigue, feelings of guilt, reduced 
cognition, irritability, and thoughts of death.  In relation to Section 504, each of these 
symptoms would substantially limit one’s ability to think or concentrate.  If a student’s 
brain is focused on one or more of these difficulties then it would make completing 
schoolwork more difficult.  Most of these symptoms affect internal thinking and thus 
their effects would not be easily perceived by others.  Even weight loss would occur over 
time and by itself would not easily be perceived by others as a sign of depression.  
Feeling sad is common, but sadness linked to depression is an extreme and persistent 





feeling of sadness.  Sadness linked to depression is internalized and kept hidden from 
others.   
Since sufferers of depression keep most of their symptoms hidden, it is important 
for researchers to keep this in mind when studying the direct or indirect effects of 
depression.  As will be discussed later, many studies use vignettes to examine attitudes 
about others with mental health conditions.  Many vignettes include the thoughts and 
feelings of sufferers, but others would not know this information unless sufferers shared 
this information.  The first study on mental health literacy included the following in its 
depression vignette, “(John) has been feeling unusually sad and miserable” (Jorm et al., 
1997, p. 183)   Many studies followed and used  similar approach.  Unfortunately, this 
information is problematic because others would not know this information unless “John” 
told them directly and that is not common among those with depression.  It is important 
for mental health vignettes to use either only the actions of individuals or to frame the 
story as being told by the individual with depression.  This study employed the former 
approach. 
For sufferers of depression, self-stigma is associated with the undertreatment of 
symptoms (Sirey et al., 2001).  In a general public survey, many respondents reported 
they would feel awkward seeking professional help and believed other would disapprove 
of help seeking (Barney J. L., Griffiths, Jorm, & Christensen, 2006).  Sufferers shared 
their experiences, “I'd never, never bring anything bad to work, never sound unhappy, 
nothing, and so it was all very well hidden, and I still hide it now," and "Another thing 
I've heard from people about my depression is they say 'oh, we all get sad'." (Barney L. J., 





Griffiths, Christensen, & Jorm, 2009, p. 3).  Stigma often stems from misinformation, "I 
think depression affects your whole life hugely, and I think most of the time people don't 
really understand that” (Barney L. J., Griffiths, Christensen, & Jorm, 2009, p. 4).  
Sufferers noted that few people understand the scope and length of depression with the 
view that is short-term and easily treatable (Barney L. J., Griffiths, Christensen, & Jorm, 
2009).  Their experiences show how stigma can have a long-term impact for these 
individuals. 
Depression has been studied extensively.  Aaron T. Beck is the most prominent 
psychiatrist to have studied depression.  Originally developed in 1961, the Beck 
Depression Inventory is still used for diagnostic purposes (Beck, Steer, Ball, & Ranieri, 
1996).  Beck developed cognitive behavioral therapy (CBT) as a treatment strategy for 
depression and anxiety (Beck, 1967).  CBT remains a widely used intervention to 
mitigate symptoms of depression.  Beck’s clinical and scientific work categorized aspects 
of depression into six categories: cross-sectional, schema bias, stressor-vulnerability, 
reciprocal interaction, psychobiological, and evolutionary.  
Cross-sectional is a pervasive process where sufferers view all input through a 
negative lens and attribute all problems as caused by the self (Beck, 1967).  This all-
encompassing negativity can affect adolescents and young adults who regularly 
encounter adversity and thus self-blame for suffering such hardships.  Next, Beck 
formulated the concept of negative schema bias.  Schemas are a theorized cognitive 
function that is used to categorize behaviors and events and they create negative bias with 
long-term and short-term memory.  Cognition becomes schema driven and not driven 





through rational thought (Beck, 1967).  This aspect of Beck’s work may be most relevant 
as irrational behavior in depressed students cannot be quelled through rational requests or 
response from teachers or parents.  Depressives spend their cognitive energy on these 
negative configurations and thus have little strength to concentrate on other tasks (Beck, 
1967).  This is a disabling feature of depression for sufferers who must be present in 
school and attend to academic tasks. 
For stressor-vulnerability, depressives can be susceptible to collapse under stress 
when schemas are active (Beck, 1967).  This can affect middle and high school students 
who face pressure to perform well academically while balancing a social life and extra-
curricular activities.  These stressors increase with age and may exacerbate a depressive 
episode.  For reciprocal-interaction, anti-social behavior may push others away and thus 
fulfilling feelings of worthlessness (Beck, 1967).  Outward behavior may include 
irritability, frequent complaining, or silence. These behaviors are socially undesirable.  In 
a classroom, these behaviors can lead to ostracism from both peers and staff.  Even if 
others respond with indifference, depressives view it as personal rejection.  The 
psychobiological category integrates the genetic, chemical, and biological factors as a 
singular cause (Beck, 1967).  These factors can lead to greater susceptibility to 
depression, but medication can shift physiological imbalances for many.  Beck theorized 
symptoms of depression were a response of ancient humans in the event of a significant 
loss (Beck, 1967). If a member of the tribe died, there would be fewer in the group to 
provide protection or food, so members needed to conserve energy.  Waking up early 
would be necessary to avoid morning attacks from predators.  This evolutionary 





biproduct inhibits today’s adolescents as sleep deprivation further reduces cognitive 
functioning in depressives.   
A greater understanding of symptoms of depression continued to develop.  During 
interviews, depressives attributed failure to internal mechanisms while successes would 
be due to external happenstance (Sacco, Milana, & Dunn, 1985).  This finding highlights 
the perpetual cycle depression creates.  This thought vortex does not allow one to easily 
escape depression’s grip.  Today’s adolescents and young adults face a similar scenario 
with a constant barrage from social media that can reinforce negative thoughts.  Social 
media gives a skewed sense of reality as users post images of vacations and significant 
events forming a skewed reality that can affect non-participants (Woods & Scott, 2016).  
Depressives further distort their reality by making logical errors.  For example, sufferers 
overgeneralize, think dichotomously, and magnify minor events (Rush, 1987).  The 
combination of these processes in an adolescent’s mind can dig a deep hole into sadness.  
Depression causes individuals to make false connections to unrelated events (Rush, 
1987).  For example, if a friend received a perfect score on the ACT then a depressive 
may feel inadequate for scoring below their friend.  Instead of feeling happy for the 
friend depressives internalize external events as examples of their own shortcomings. 
How one responds to the onset of depression can impact the duration of 
symptoms (Nolen-Hoeksema, 1991).  For an adolescent, it might be difficult to overcome 
symptoms and self-doubt without a support system.  Depression can make an individual 
feel inadequate if they fail to reach their ideal (Nolen-Hoeksema, 1991).  Social media 
can contribute to these negative feelings.  Adolescents and young adults can feel bored 





with the monotony of school.  Sufferers who feed into the negative thoughts and fail to 
find positive outlets tend to become more depressed (Nolen-Hoeksema, 1991).  This 
negativity can come from teachers.  Puig-Antich and colleagues (1993) found depressed 
students liked their teachers less than non-depressed peers and responded more 
negatively to a school performance survey.  This result likely measures the student’s 
negative world view rather than the true actions of the teachers.  However, teachers 
reported more problems with depressed students than their peers (Puig-Antich et al., 
1993).  Depressed students are less likely to complete work and comply with directives 
so their behavior can frustrate teachers.  Despite many internalizing symptoms, the 
externalizing symptoms of depression can contribute to difficulties in school and thus a 
worsening of problems.  Being depressed can be an all-encompassing condition. 
More recent psychological studies began to examine questions related to 
subconscious thinking for those with depression using an implicit association test (IAT).  
The IAT requires participants to respond quickly to images or words by placing these 
items in categories (e.g., good or bad).  It is theorized that the more quickly one 
categorizes the item the stronger the implicit association is whereas a slower response 
indicates a weaker association.  For example, if a participant quickly placed the image of 
a flower into the Good category then it would be concluded the respondent would more 
strongly associate flowers and goodness.  The IAT has shown that individuals with a 
history of depression responded more negatively than others to stimuli after receiving a 
negative mood induction (Gemar, Segal, Sagrati, & Kennedy, 2001).  The study 
concluded formerly depressed individuals remain susceptible to negative thinking when 





exposed to negative stimuli.  This result may suggest that recent increases in the 
prevalence of depression among adolescents could have long term consequences.  
Depressives suffer from implicit mood-congruent memory bias (Watkins, 2002).  
Individuals with a history depression associated memories more negatively than others.  
Their current mood influences their responses more than others (Watkins, 2002).  The 
results from studies using the IAT suggest depression affects one subconsciously which 
can make treatment more difficult. 
In addition to these symptoms, adolescent depression has unique characteristics 
that differentiate it from adult depression.  The onset of symptoms can be more severe 
and depression is more likely to co-occur with other conditions like anxiety or learning 
problems (Hazell, 2012).  These conditions can strain relationships with parents who 
often struggle to cope with major changes in their child.  Parenting styles and even 
parental rejection both have a measured influence with depression in children (McLeod, 
Weisz, & Wood, 2007).  Environmental factors can contribute to depression in 
adolescents and may be more influential for younger children than biological factors 
(Weiss & Garber, 2003).  For many adolescents, the end of a romantic relationship 
triggers depression (Essau, 2004).  Romeo and Juliet romanticized teenage love, but a 
break-up can cause significant disappointment.  Symptoms of adolescent depression 
include slowing of motor skills, delusions, and hypersomnia (Dozois & Westra, 2004).  
The latter can occur in school and certainly lead to greater problems.  The average age of 
onset for MDD is 14 and recovery may take 7-9 months (Hammen & Rudolph, 2003).  
Depression is linked to an individual’s lower perceived academic ability and belief in 





their academic ability (Hammen & Rudolph, 2003).  The causes and symptoms of 
depression create a combination that can pull sufferers into a downward spiral of despair.  
The cognitive triad of depression posits that sufferers have a negative view of 
themselves, the world, and their future (Beck & Alford, 2009).  The illness creates a 
negative self-reinforcing world view.  This theory bridges a connection between 
depression and suicide.  Hopelessness can make suicide seem like the only option.  
Linked to this feeling is a decrease in motivation for many sufferers.  Negative thoughts 
increase such as “nothing will turn out right,” “it won’t be enjoyable,” or “others would 
be better off without me,” which can lead to suicidal ideation (Beck & Alford, 2009).  
The cognitive triad theorizes that solutions lose their plausibility.  Sufferers view 
themselves as deficient because their current state is the result of a history of losses.  
They view their future as more of the same (Beck & Alford, 2009).  Everyone 
experiences hardships and challenges so no one has a shortage of past mistakes and 
problems, but for depressives these events take on a greater magnitude and they are 
attributed to character flaws.  For adolescents, early childhood trauma can cause 
depression as negative attitudes seem permanent (Beck & Alford, 2009).  It is theorized 
that schemas are formed earlier in life and thus they become harder to overcome (Beck & 
Alford, 2009).  It is as if the mind creates roadblocks and all incoming information 
becomes sorted using a faulty system of organization.  The depressive paints a negative 
self-portrait and daily events distort the reality. Sufferers discard or twist positive events 
to fit the narrative.  Many sufferers lack awareness of their condition.  The field of mental 
health literacy has emerged to target this gap in both sufferers and the general public.  





With this context, the next section will examine how knowledge and stigma of depression 
can affect both sufferers and how others treat them.   
Comorbidity of Depression and Anxiety 
 Though depression can coincide with other mental health conditions, it is most 
closely linked to anxiety.  Rates of comorbidity for depression and anxiety are greater 
than 50% (Dozois & Westra, 2004).  Individuals with both anxiety and depression are 
more likely to experience greater symptoms and are less likely to respond to treatment 
(Dozois & Westra, 2004; Kendall & Brady, 1995).  Self-report measures of anxiety and 
depression correlated between .50 and .80 calling into question the validity of separate 
measures and thus separate conditions (Watson & Kendall, 1989). There are many 
overlapping symptoms, but anxiety is a general state of worry while depression is a 
general state of sadness (Watson & Kendall, 1989).  
Anxiety and depression have so many commonalities that researchers proposed 
the tripartite model.  It suggests depression and anxiety fall along the spectrum of a 
singular condition with three branches of symptoms: negative affect, positive affect, and 
physiological hyperarousal (Clark & Watson, 1991; Watson & Kendall, 1989; Finch Jr., 
Lipovsky, & Casat, 1989).  Negative affect refers to the frequency and duration of 
negative feelings or moods.  Positive affect refers to one’s level of enjoyment.  
Physiological hyperarousal is unique to anxiety and consists of a heightened state of 
awareness due to a real or perceived threat. 
 In a majority of cases sufferers experience symptoms of anxiety prior to 
symptoms of depression (Huppert, 2009; Gudmundsen, Rhew, McCauley, Kim, & 





Vander Stoep, 2019).  For younger children who have a family history of susceptibility to 
mental health conditions, stress is more likely to lead to anxiety whereas in adolescence 
these same stressors may lead to depression (Garber & Weersing, 2010).  A factor 
predictive of potential comorbidity of anxiety and depression is a familial trait of 
alcoholism (Finch Jr., Lipovsky, & Casat, 1989).  For younger children, anxiety and 
depression may be indistinguishable, but as they hit adolescence comorbidity is more 
evident (Garber & Weersing, 2010).  Due to the later onset of depression, it would not be 
sensible to survey staff who work with children 12 and under.  Therefore, this study 
surveyed licensed staff for who work with grades 6-12.  There may be evolutionary 
explanations for how these conditions progress over time.  Since younger children are 
smaller in size and more defenseless, fear can be used as a survival tool.  Then as one 
gets older and bigger physically depression may have been necessary to slow activity in 
times of stress.  These evolutionary bi-products hinder human development as basic 
survival is no longer a major hurdle for the majority.   
 Anxiety and depression sufferers both process and store information through 
biased schemas skewed by negative affectivity (Garber & Weersing, 2010).  Schemas 
sort incoming information to make sense of the world, but these conditions produce 
errors with the process.  For depressives, cognitive resources focus on finding and then 
sorting negative information and the schemas reinforce negative information about the 
self (Clark & Beck, 2010; Ingram & Malcarne, 1995).  For anxious persons, cognitive 
resources focus on danger and schemas reinforce the fear of constant threats from the 
world (Clark & Beck, 2010; Ingram & Malcarne, 1995).  By devoting cognitive 





resources, sufferers expend energy and have little room additional requirements such as 
schoolwork.  Symptoms in anxiety and depression are similar and so are the measures for 
diagnoses (Kendall & Brady, 1995).  These similarities connect the conditions and make 
them difficult to separate from a measurement perspective, but this study focused solely 
on depression. 
Mental Health Literacy and Mental Health Supports in Schools 
This section examines mental health literacy and stigma in both the general 
population and for adults in schools.  For many with depression, improved mental health 
literacy can improve outcomes and reduce symptoms.  Mental health literacy is a concept 
that emerged in the late 1990s led by researcher Dr. Anthony Jorm.  Mental health 
literacy is one’s knowledge and beliefs regarding mental health that helps with 
identification, treatment, and inhibition (Jorm et al., 1997).  Theoretically, an increase in 
one’s mental health literacy would lead to both an improvement in one’s mental wellness 
as well as in one’s ability to support others.  Mental health literacy emerged as a response 
to the pervasiveness of mental health stigma.  Mental health stigma is a negative 
viewpoint toward mental health conditions as well as those with mental health conditions 
due to bias, prejudice, or misunderstanding.  Mental health stigma dehumanizes others 
and thus can be used to excuse disparate treatment of sufferers.  Social, economic, and 
political power stigmatize mental health sufferers as a way to spread fear (Link & Phelan, 
2001).  Mental health stigma persists due to media portrayals of sufferers as unstable and 
dangerous.  Most sufferers experience symptoms that primarily affect them internally.   





Mental health stigma has been part of the American lexicon for many years.  
Many terms such as crazy, psycho, insane, or nuts have been used as jargon to explain 
different people or situations.  Flippant usage of terms connected to mental health 
contribute to negative connotations around mental health.  These beliefs around mental 
health are so pervasive that many sufferers avoid seeking help in fear they may be 
stigmatized by others (Hayward & Bright, 1997).  If a person breaks their arm they would 
seek medical attention, but individuals who experience mental health problems do not 
always seek care.  Prior to the emergence of mental health literacy as a tool to support 
communities, stigma gripped many.  Fear of mental illness caused some individuals to 
keep their distance from sufferers and not interact socially (Sacco, Milana, & Dunn, 
1985).  Beliefs persisted that mental illness could be easily identified through outward 
behavior and occurred due to environmental factors like stress (Wolff, Pathare, Craig, & 
Leff, 1996).  Many felt sufferers brought on the symptoms themselves, were dangerous to 
others, and lacked the will power to overcome the difficulties (Hayward & Bright, 1997).  
Mental health sufferers had only themselves to blame for their troubles.  Sufferers could 
connect these dots.  It was better to hide the symptoms and the suffering in public rather 
than admit to mental illness and talk about their conditions.  Dr. Jorm recognized that in 
this environment an individual’s mental health could deteriorate and thus change needed 
to occur.   
In what was then an innovative new study, Dr. Jorm and his colleagues examined 
how well individuals understood mental health in 1997.  Their survey consisted of 
vignettes or short stories describing a situation where an individual suffered from 





symptoms of a mental health condition.  This study used a vignette describing a student 
with depression to learn how licensed staff view and would treat such a student.  
Participants in Dr. Jorm’s study included Australians aged 18-74 from across the country.  
For the vignette regarding a sufferer of depression, 72% identified a mental health 
problem and 39% correctly identified depression (Jorm et al., 1997).  A majority also 
correctly identified that psychotherapy from a licensed professional was helpful (34%) 
versus harmful (13%).  However, 42% of respondents viewed anti-depressants as harmful 
while only 29% viewed them as helpful.  The responses to this question showed how low 
mental health literacy could lead to harmful effects if sufferers avoided anti-depressants 
which had been shown to effectively treat symptoms.  This study introduced mental 
health literacy and identified serious gaps in the knowledge and beliefs of many in the 
public.  Some mental health literacy work has been done in K-12 settings, but this 
proposal seeks to link how staff knowledge and beliefs can predict their helping behavior. 
Mental health literacy research increased and expanded in the 21st century.  Crisp 
and colleagues (2000) examined mental health literacy in Great Britain and found results 
similar to those of Jorm’s research team.  A majority of respondents found people with 
severe depression to be unpredictable (56%) and hard to talk to (62%) (Crisp, Gelder, 
Rix, Meltzer, & Rowlands, 2000).  They found depressives could chose to pull 
themselves together (19%) and were to blame for their condition (13%).  Great Britain 
had conducted a five-year campaign against depression prior to this study yet these 
results indicated limited effects of the program. However, these results could indicate 
how mental health stigmas may be linked to implicit bias and thus would not be changed 





through interventions targeting explicit beliefs.  A few years later, another study found 
British people with anti-science and anti-psychiatry views also held negative attitudes 
toward a person in a vignette with depression (Swami, 2012).  In India, respondents held 
stigmatizing beliefs toward depression and surprisingly a majority of health care workers 
held similar negative views (Almanzar et al., 2014).  Dr. Jorm viewed these problems as 
a potential crisis if societies left mental health solutions solely to providers (Jorm, 2000).  
The public-at-large must be knowledgeable about mental health because sufferers need to 
seek help and others must treat sufferers with dignity.  Attitudes and behaviors of the 
general public rooted in stigma can harm the self-esteem or even limit the job prospects 
of sufferers (Corrigan, 2004).  Stigma can exacerbate symptoms of depression. 
 Americans held similar stigmatizing attitudes.  Americans feared living near 
children with mental health conditions and viewed symptomatic behaviors as a character 
flaw (Martin, Pescosolido, Olafsdottir, & McLeod, 2007).  Americans believed children 
with depression should be forced to receive treatment as they are seen as a real danger to 
others (Perry, Pescosolido, Martin, McLeod, & Jensen, 2007; Pescosolido, Fettes, Martin, 
Monahan, & McLeod, 2007).  The media’s focus on young school shooters could 
contribute to this misperception.  Americans did show greater awareness in recognizing 
the signs of depression from 1996 to 2006, but most believed sufferers brought on their 
condition (Blumner & Marcus, 2009).  Stigmatizing attitudes toward children can have 
inhibit their psychological, emotional and social growth (Perry, Pescosolido, Martin, 
McLeod, & Jensen, 2007) .  Similar to climate change and other crises, the long-term 
effects of stigma can remain invisible until the damage becomes irreparable.  





Stigmatizing attitudes affect individuals in three ways: cognition, affect, and 
action (Haghighat, 2001).  With cognition, the individual makes false inferences about 
sufferers.  For example, they may think anyone with a mental health condition is 
unpredictable and potentially harmful.  With affect, these inferences cause discomfort, 
and they will be on alert for signs of unpredictable behavior.  With action, they act on 
their beliefs.  They may outwardly discriminate against others through their words or 
actions.  It is likely stigmatizers seek out information supporting their views because of 
the cognitive dissonance created in their discrepant attitudes and behaviors toward those 
with mental health conditions versus others (Haghighat, 2001).  Individuals justify their 
actions and beliefs when one’s negative actions conflict with the feelings of right and 
wrong.  Stigma from others can exacerbate symptoms. 
There are differences among sufferers of depression across age groups. The exact 
differences across age groups are not yet fully known, but the use of adult criteria of 
depression for identification purposes may lead to the underidentification of children or 
adolescents with depression (Weiss & Garber, 2003).  Underidentification can also stem 
from the lack of self-awareness among children and adolescents.  They may receive 
assistance only when others identify the external symptoms.  Depression symptoms may 
begin in early childhood and diagnostic rates increase steadily into adolescence and early 
adulthood (Gudmundsen, Rhew, McCauley, Kim, & Vander Stoep, 2019).  The most 
common symptoms are inability to concentrate and irritability though these symptoms in 
early childhood did not predict later MDD as well as sad mood, anhedonia, and fatigue 
(Gudmundsen, Rhew, McCauley, Kim, & Vander Stoep, 2019).  These common 





symptoms can directly impact school performance.  Weight loss and decreased appetite 
have been associated with depression during adolescence though these factors vary across 
ages (Cole et al., 2012).  Rates of depression begin to increase in middle school and ramp 
up throughout high school.   
Many children and adolescents spend a majority of their time either in school or 
completing schoolwork.  Depression can be problematic for suffers in school as a major 
symptom includes difficulty with tasks that require cognitive effort (Beck, 1967).  Often 
individuals with greater symptoms will produce lower output (Viviano, 2010).  However, 
it may be difficult for both sufferers and teachers to connect these difficulties to 
depression because most symptoms of depression are hidden to others.  To diagnose 
depression, licensed providers use assessment tools, but only after the onset of symptoms 
and when there is a suspicion depression may be present.  The hidden nature of 
depression can lead to misunderstandings with others and an exacerbation of symptoms 
absent a diagnosis.  Even with a diagnosis, students with impairments in the United States 
receive a disproportionate number of referrals to law enforcement, suspensions, and 
expulsions compared to non-impaired students (U.S. Government Accountability Office, 
2018; U.S. Department of Education, 2017).  Students receive disciplinary action for 
behavior or events that can be attributed to their mental health condition. Students with 
early signs of depression have shown lower academic growth (Grimm, 2007).  
Discrimination in all its forms can lead to the exclusion of students with impairments and 
further stigmatize individuals with mental health conditions. Instead of receiving 





necessary care in a therapeutic environment, students with depression face significant 
obstacles in school.   
For young people, mental health problems can complicate many aspects of their 
lives.  During adolescence, teens spend a lot time with their friends both during and after 
school and they build their burgeoning social network.  This developmental feature 
would explain why young people are more likely to confide their mental health struggles 
with peers as opposed to adults (Jorm, 2012). This can be problematic as most 
adolescents have low mental health literacy though girls demonstrate greater 
understanding than boys (Kaushik, Kostaki, & Kyriakopoulos, 2016; Coles et al., 2016).  
Intervention programs exist that teach young children how to cope with hardships and 
thus fend off depression (Jaycox, Reivich, Gilham, & Seligman, 1994; Swartz et al., 
2010; Calear & Christensen, 2010). Other studies sought to improve mental health 
literacy through interventions but have shown limited effectiveness with reducing stigma 
attitudes (Pinto-Foltz, 2009; Thurneck, 2007).  Students with depression need support 
from someone qualified to provide direct care since peers lack skills required to navigate 
the complexities of a mental health condition.  It is the school staff who need strong 
mental health literacy because the symptoms from students can and do manifest in 
schools and staff must know how to identify and support these students. 
 Evidence suggests mental health literacy varies between school staff members 
(Gargiulo & Yonker, 1983; Walter, Gouze, & Lim, 2006; Rothi, Leavey, & Best, 2008; 
Reinke, Stormont, Herman, Puri, & Goel, 2011; Holtz, 2017; Miller & Jome, 2010).  Pre-
service teachers exhibited more physiological signs of stress than in-service teachers 





when asked about supporting students with impairments despite self-reports indicating 
good mental health literacy (Gargiulo & Yonker, 1983).  Though implicit attitudes 
emerged in the field of psychology thirty years after this study, there was a discrepancy 
between explicit and implicit attitudes.  Many teachers feel they do not have the skills to 
support students experiencing mental health symptoms at school (Walter, Gouze, & Lim, 
2006; Rothi, Leavey, & Best, 2008; Reinke, Stormont, Herman, Puri, & Goel, 2011).  
Teacher’s gain knowledge of mental health with experience and show higher literacy 
(Holtz, 2017).  In some cases, teachers use changes in behavior as a way to identify and 
refer students (Gonzales, 2017).  This approach can be problematic if the student is 
symptomatic to start the school year.  Some school psychologists report feeling 
unprepared to prevent or support students with internalizing conditions (Miller & Jome, 
2010).  Even for trained professionals it can be hard to identify symptoms especially if 
they have full caseloads and have minimal time for direct interaction with new students.   
School staff do not have unlimited time or resources so training and support must 
be targeted.  Trainings must address both explicit and implicit bias and be ongoing.  New 
techniques have improved bias training to challenge long-held beliefs so participants can 
experience actual changes (if they are openminded). Teacher self-efficacy contributes to 
their mental health literacy and capacity to provide support to students beyond academics 
(Rothi, Leavey, & Best, 2008; Papandrea & Winefield, 2011; Han & Weiss, 2005).  
Teaching is a very intensive profession and requires a lot of time and energy.  If a teacher 
is overwhelmed with executing their primary responsibilities such as lesson planning then 
they would be unable to identify or support a student in crisis.  When a student’s behavior 





escalates beyond what a teacher can support then teachers have few options. One teacher 
shared, “I make sure I refer them to get them out of my classroom!” (Papandrea & 
Winefield, 2011, p. 31).  Another teacher put it bluntly, “No matter how much you tell all 
math teachers to start talking about mental health, it is just not going to happen.” 
(Ekornes, Hauge, & Lund, 2012, p. 296). The mental health literacy of staff can be 
improved through intervention (Moor et al., 2007; Jorm, Kitchener, Sawyer, Scales, & 
Cvetkovski, 2010; Walsh, 2011; Kutcher, Wei, & Hashish, 2016).  Many staff are open to 
training geared around mental health literacy (Dods, 2016), but administrators must 
prioritize resources and mental health training to close these gaps (Frauenholtz, 
Mendenhall, & Moon, 2017).  As is found in the general public’s mental health literacy, 
school staff do not have sufficient skills to identify and support the mental health and 
well-being of students.  Internalizing conditions add to these problems because a majority 
of symptoms are hidden while other symptoms can disrupt the learning environment or 
hinder academic performance.  Problems with identification, discipline, and intervention 
exist at the educator level and therefore resources and supports should be targeted at the 
professional level first to ensure students enter buildings with staff equipped to provide 
them with an appropriate education.  
Attribution Theory 
Federal laws protect students with impairments from exclusion and 
discrimination, but recent national data indicates these students receive suspensions and 
expulsions at rates higher than their peers.  School staff vary in their level of mental 
health literacy and staff without proper skills may remove these students from class for 





disrupting the learning environment when their symptoms manifest.  However, there is a 
psychological theory regarding attitudes and behaviors that may explain some of why 
school staff treat students with impairments differently and fail to meet their needs.  
Attribution theory argues that people attempt to assign factors of causation (internal or 
external) to behaviors and events they experience or observe (Heider, 1958).  This 
cognitive action helps people “explain (the) behavior (of others) and draw inferences 
about actors and their environment” (Ross, 1977, p. 173).  It is an evolutionary tool used 
to rationalize and categorize events.  If a person walks down the street and sees an elderly 
man fall because his cane broke then attribution theory would predict that person would 
offer aid.  The person would assign causation as external to the man and thus not his 
fault.  If the same person sees an elderly man fall and he breaks his bottle of alcohol then 
attribution theory would predict that person would not provide aid.  In this scenario, the 
person would assign causation due to internal factors such as he “chose” to consume 
alcohol, and this caused his fall.  
It is critical staff understand symptoms of mental health conditions in their 
students.  A teacher may attribute a student’s missing assignment to laziness or apathy, 
but if the student has depression then proper attribution would be to the depression.  This 
mis-association would be a fundamental attribution error (Ross, 1977).  This error 
misattributes causation.  Fundamental attribution error hypothesizes that when assigning 
causation individuals wrongly overemphasize causation as due to one’s internal character 
rather than due to external factors. If the student sleeps in class and shows little interest in 
the content then the teacher may wrongly attribute these behaviors as within the control 





of the student and not associate them as symptoms of a mental health condition and thus 
being out of the control of the student.  Attribution theory and fundamental attribution 
error may explain the difficulties many students with mental health conditions experience 
in school. 
Attribution theory may also help us understand why students with impairments 
struggle academically to keep pace with their peers.  The WHO found that it is the 
labeling of children that can lead to stigmatization and rejection from both peers and 
adults (World Health Organization, 2011).  Discrimination is a direct result of the 
combination of a lack of knowledge and negative attitudes in school staff.  Some may not 
understand how mental health affects a student’s actions or their ability to attend to 
academic tasks.  These staff may respond to the negative actions of students through 
punishment and negative reinforcement.  In the U.S., approximately 20% of Americans 
do not want to live by children with mental health conditions or do not want their 
children to interact with these children (Martin, Pescosolido, Olafsdottir, & McLeod, 
2007).  Societal barriers can exacerbate symptoms and feelings of exclusion from their 
communities.  
 Attribution theory posits three factors influence causation: locus, stability, and 
controllability (Weiner, 1979).  Locus refers to the source of the cause of the problem.  
Locus is binary: internal or external.  The locus for any mental health condition is tricky 
because the causes occur due to internal brain activity, but this condition creates 
abnormal activity and thus locus is external.  Attribution errors regarding locus may 
occur after a sufferer make a single positive choice because others may falsely generalize 





this event as evidence the sufferer can always choose to do right.  Stability refers to 
whether the locus is temporary or permanent (Figure 3).  One’s physical abilities are 
stable as an adult, but one’s effort can vary across tasks.  Stability can be internal or 
external and controllable or uncontrollable.  Controllability is one’s ability to control the 
cause.  With mental health conditions, individuals with poor mental health literacy will 
attribute controllability wrongly in many instances.  A person who does not suffer from a 
mental health condition can make clear decisions regarding their behavior.  The actions 
made by a person suffering from a mental health condition give the perception of 
controllability, but many choices are uncontrolled when the impairment manifests and 
this can vary over time.  
Figure 3 

















 The most important factors that influence judgements regarding causality are 
locus and control.  Individuals who experience hardship due to events deemed internal 
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and controllable tend to be less likely to receive aid from others (Weiner, 1980).  Effort is 
seen as internal and thus teachers may be more likely to reward students for effort.  
However, motivation can affect effort.  A common symptom of depression is 
hopelessness and thus if a student with depression believes there is no or low probability 
of success regardless of effort the student will output little or no effort (Weiner, 1979).  
This symptom of depression could be perceived wrongly as internal and controllable by 
others.  Many mental health conditions affect students in similar ways.  Mental health 
conditions impact the brain physiologically and when that affects behavior others may 
not offer aid due to their perceptions.  This is an important finding for the student-teacher 
relationship because all students require assistance from staff.  If staff withhold this 
support due to judgements made against the student’s character then student’s with 
mental health conditions would be most at risk.  Attribution theory may explain the 
disproportional suspension and expulsion rates of students with emotional disabilities.   
 Attribution theory can not only explain why others treat sufferers of depression 
poorly, but also explain how attribution errors can affect depressives.  Sufferers of 
depression may believe there is a greater likelihood of a negative outcome due to 
uncontrolled, large scale factors (Weiner, 1979).  Then they falsely associate their 
inability to change their fortune as an internal flaw.  It has been found that depressives 
associate negative occurrences to internal, stable, and global causes (Peterson et al., 
1982).  If depressives believe they are unable to change the events in their lives then this 
line of thinking can quickly spiral downward.  They attribute their misfortune as 





permanent and hopelessness arises as they feel powerless to change perpetually negative 
outcomes.   
  Attitudes influence behavior at various levels and attribution theory helps explain 
factors that influence the relationship.  When events induce emotions then anger and pity 
have an inverse relationship (Weiner, Graham, & Chandler, 1982).  If a negative outcome 
occurred due to a perceived external locus, anger is low and pity is high.  If a negative 
outcome occurred due to a perceived internal locus, anger is high and pity is low.  This 
would explain why a teacher might readily accommodate a student in a wheelchair and 
why a teacher might punish a student with depression who fails to complete work.  
Sympathy is greater when attribution of controllability is higher (McGuinness & Dagnan, 
2001).  Anger occurs when another views the behavior as controllable because they 
presume that the responsibility to take corrective action falls solely to the sufferer 
(Weiner, Perry, & Magnusson, 1988).  This stance can be problematic because a majority 
of students in K-12 are children and thus may not be self-aware of symptoms and should 
not be responsible for getting care.  If a child has a broken leg their guardian would take 
them to get medical care, but with mental health conditions this may not always occur.   
 Empathy and perceived controllability also influence behavior.  Empathy is how 
one person can relate to the experiences of another.  If an individual has high empathy 
and places themselves “in the shoes” of another they are more likely to provide aid 
(Betancourt, 1990).  Empathy allows individuals to connect on a human level.  Perceived 
controllability is a judgement made by an individual regarding the internal causes of 
another’s current state of hardship or wellness.  Perceived controllability can influence 





both emotions and helping behavior similar to empathy (Betancourt, 1990).  If an 
individual perceives the cause of hardship as uncontrollable then they are more likely to 
provide aid.  Even parents can suffer from these biases.  Mothers of children with 
conduct disorders view their child’s behavior as uncontrollable and thus they feel 
powerless to help them change (Baden & Howe, 1992).  These attitudes influence 
consequences as well.  If a child fails due to a lack of effort the punishment will be 
greater than if the child failed due a lack of ability though causation can mediate this 
relationship (Weiner 1993). This finding aligns with the national data regarding 
suspensions and expulsions because if staff view the behavior of students with emotional 
disabilities as due to lack of effort then harsh penalties would be applied.  In most cases, 
the behavior occurs due to a lack of ability.  Controllability does relate to causation, but 
responsibility goes beyond and is an inference about one’s character within the context of 
events (Weiner 1993).  Effort is controllable, but if a teacher knows the student is 
experiencing hardships the teacher would be more understanding since the student would 
not be directly responsible for low effort.  Individuals with depression suffer from biases 
as well.  
Psychological studies began to examine questions related to subconscious 
thinking for those with depression using an implicit association test (IAT).  The IAT 
requires participants to respond quickly to images or words by placing these items in 
categories (e.g., good or bad).  The quicker one categorizes the item it is theorized there 
is a stronger implicit association whereas a slower response indicates a weaker 
association.  For example, if a participant quickly placed the image of a flower into the 





good category then it would be concluded the respondent would strongly associate 
flowers and goodness.  The IAT has shown that individuals with a history of depression 
responded more negatively than others to stimuli after receiving a negative mood 
induction (Gemar, Segal, Sagrati, & Kennedy, 2001).  The study concluded formerly 
depressed individuals remain susceptible to negative thinking when expose to negative 
stimuli.  This result may suggest that recent increases in the prevalence of depression 
among adolescents could have long term consequences.  Similarly, depressives suffer 
from implicit mood-congruent memory bias (Watkins, 2002).  These individuals skew 
their associations as predicted by their current mood though these biases did not occur at 
all levels of cognition associated with depression (Watkins, 2002).  The results from 
studies using the IAT suggest depression is rooted in the subconscious which can make it 
more difficult to treat.  Depression varies across individuals which further complicates 
finding remedies 
Adolescent depression has characteristics that differentiate it from adult 
depression.  Onset can be more severe, and it is more likely to co-occur with other 
conditions like anxiety or learning problems (Hazell, 2012).  These conditions can strain 
relationships with parents who often struggle to cope with major changes in their child.  
Parenting styles and even parental rejection both have a measured influence with 
depression in children (McLeod, Weisz, & Wood, 2007).  Environmental factors can 
contribute to depression in adolescents and may be more influential for younger children 
than biological factors (Weiss & Garber, 2003).  For many adolescents, the end of a 
romantic relationship triggers depression (Essau, 2004).  Romeo and Juliet romanticized 





teenage love, but a break-up can cause significant disappointment.  Symptoms of 
adolescent depression include slowing of motor skills, delusions and hypersomnia 
(Dozois & Westra, 2004).  The latter of these can occur in school and certainly lead to 
greater problems.  The average age of onset for MDD is 14 while recovery may take 7-9 
months (Hammen & Rudolph, 2003).  Depression is linked to an individual’s lower 
perceived academic ability and belief in their academic ability (Hammen & Rudolph, 
2003).  The causes and symptoms of depression create a combination that can pull 
sufferers into a downward spiral of despair.  
Social Model of Disability 
 The social model of disability may also explain the difficulty students with 
emotional disabilities face in school.  The IDEA and Section 504 rely on the medical or 
individual model to help school teams determine eligibility and placement.  The medical 
model posits that the cause of disability is within the individual, can be measured, and 
can be treated with medication or intervention.  The social model of disability emerged in 
1976 in direct opposition to the medical model of disability (The Union of Physically 
Impaired Against Segregation, 1976).  The social model of disability argues that while 
impairments do exist, disability stems from external societal barriers and attitudes.  
Impairments are biological and disability is constructed societally (Barnes, 1999).  
Disability would end if societal conditions adapted to the capabilities and needs of all 
individuals (The Union of Physically Impaired Against Segregation, 1976).  Just as 
Congress created Section 504 to ensure accessible workplaces for all, the social model 





began as a driving force behind societal change for individuals with physical 
impairments.  Both have evolved into supporting all types of impairments.   
 The social model aims its critiques at how societies and cultures organize.  
Systemic problems can be found when measured outcomes indicate disparate results 
(Oliver, 1990).  Suspension and expulsion data act as a proxy for how students with 
emotional disabilities are treated.  These exclusionary consequences shine a bright light 
on discriminatory practices.   Problems for student occur over time and are not random, 
but instead reveal how staff discriminate against students with emotional disabilities.  
The primary target of the social model is to eliminate barriers so people can live their best 
life (Oliver, 2013).  It has challenged traditional models to push the belief that inclusion 
is a mindset and not a treatment.  Individuals with depression need inclusive 
environments and support from others. Negative attitudes and behaviors have driven rates 
of depression. 
From 2005-2017, the rates of depression for adolescents aged 12-17 increased 
52% to an overall rate of 13.2% (Twenge, Cooper, Joiner, Duffy, & Binau, 2019).  These 
rates have not plateaued.  In the early 2000s, rates hovered around 6-8% (Dozois & 
Westra, 2004).  These statistics are startling and indicate a significant rise of depression 
in a short time frame.  Some blame the increase on social media and the correlations are 
apparent.  Social media can contribute to the negative behaviors, to beliefs or actions 
such as the fear of missing out, to unattainable beauty standards with image filters, to 
instant gratification, to a sedentary lifestyle, and to sleep deprivation through usage 





(Child Mind Institute, 2019).  Each of these problems can exacerbate symptoms of 
depression and it remains a growing threat to adolescents at a vital developmental period. 
Special education itself receives criticism for how it categorizes students and 
places them outside of general education classrooms for part or all of the school day.  If 
societies properly funded and organized schools then students would receive an 
appropriate education and services within an inclusive general education environment.  
The social relational model of disability is an offshoot of the social model of disability.  
The relational model argues that it is important to recognize both aspects of disability: 
individuals have limited abilities and that societal barriers can disable (Reindal, 2008).  
Solutions must recognize the dual nature of the problem for solutions to emerge.  When a 
school team creates an Individualized Education Plan (IEP) or Section 504 plan then the 
team members should take into account the limitations of the individual as well as the 
external barriers.  These factors are not in opposition, but instead should be treated as 
complementary (Anastasiou & Kauffman, 2013).  It is important for special education to 
use measurement as ability levels fall on a continuum and services should be reserved for 
those with the greatest need.  Public institutions require categorization for discernment 
and identification purposes (Anastasiou & Kauffman, 2013; Reindal, 2008).  These 
approaches ensure support for the whole child.  
 Advances in society have led to improvements.  Interventions can boost mental 
health literacy.  The 2009 Americans with Disabilities Amendments Act expanded the 
protections afforded to many under Section 504.  We must rely on science to drive certain 
aspects of this movement to better understand why certain outcomes occur (Anastasiou & 





Kauffman, 2013).  Discrimination still occurs.  Attitudes and behaviors affect students.  
School staff desire conformity, normalcy, and students who respect their authority.  
These systemic requirements lead to inequity and a need for societal change (Goering, 
2015).  It is important to examine the root causes of these problems to better uncover a 
solution.  This proposal does not fully abide by the principles of the social model as it 
does not give direct voice to those who experience discrimination, but it is hoped the 
results will give us insight that can influence and push for societal changes.  
Positionality 
 The researcher works as a district administrator in a large urban school district.  In 
his career, he has supported schools with the implementation of Section 504 and has 
attended many MDR meetings.  While interacting with staff, it became evident staff did 
not understand how hidden or invisible mental health or other conditions manifested in 
students.  This confusion led to school teams struggling in the identification process of 
students with disabilities.  It also contributed to difficulties in discipline and eventually 
the MDR process.  School teams needed to consider if there was a direct relationship 
between the student’s impairment and their behavior that led to the potential disciplinary 
consequences.   In many instance, mental health providers were unable to explain clearly 
how mental health impairments affect thought processes and thus decision making for 
those afflicted.  Additionally, a majority of staff who did not have a mental health license 
wanted to punish the student.  Staff at these meetings frequently used the term “choice” 
to describe how the student had full control of their capacities.  However, a mental health 
condition will directly contribute to the student’s inability to control their behaviors and 





the hidden nature of the condition gives the appearance the student controls their actions 
and choices.   
Staff mistakenly believe that a student may plan an event or may take steps to 
avoid consequences as proof they know what they are doing.  However, when 
experiencing symptoms all thoughts and actions are influenced by their condition.  This 
explains why students with behavioral or mental health conditions more frequently face 
severe disciplinary consequences.  They are unable to control their response or actions 
because their dysregulation stems from their condition.  Many adults may also blame the 
student for not seeking treatment or for not wanting to get better, but this is a form of 
blaming the victim.   
Due to many recent federal accountability laws, school staff and school districts 
are rated largely from student test scores.  Therefore, staff, schools, and districts may 
have an incentive to remove poor performing students to receive a higher rating.  These 
sorts of “accountability” efforts may have the unintended consequence of giving staff a 
reason to remove these students.  Students with mental health conditions may struggle 
with completing work and staying focused while in class.  This may lead teachers to think 
the student does not care about their education.  School administrators may look 
negatively on a staff member if they do not engage all students.  A teacher’s effectiveness 
rating can add pressure to teachers if they do have the skills to support students with 
mental health conditions.  This gap can fray the student-teacher relationship and reinforce  
the student’s negative world view.  This researcher sought to combat the negative views 
of staff during MDR meetings by creating this study to better understand staff.  As the 





social model of disability suggests, it may be the attitudes of staff that disable the 
students and lead to inequitable outcomes.  While this study does not measure all of the 
potential variables that affect students with serious emotional disabilities it does examine 
educator attitudes and associations to better understand their views which may contribute 









Chapter Two: Methodology 
The purpose of this research study is to create three new measures to examine the 
relationship between the implicit associations and explicit attitudes of K-12 school staff 
toward students with depression and their willingness to provide assistance to these 
students.  This study examines attitudes regarding student depression because it is one of 
the most pervasive emotional disabilities and is linked to suicide.  Section 504 and the 
IDEA protect students with disabilities from discrimination in K-12 schools.  These laws 
ensure students receive accommodations and services that help mitigate the effects of 
their conditions.  National data indicates students with emotional disabilities receive 
disproportionate disciplinary consequences which suggests they may not receive their 
needed accommodations and services and thus FAPE.   
Attribution theory posits that individuals offer help to others, but the level and 
amount of support is based on the individual’s attitudes and beliefs regarding the causes 
of the other person’s problems.  Students with depression represent one of the most 
populous subgroups of student with emotional disabilities and it is important to 
understand how staff attitudes and beliefs may influence their willingness to provide 
assistance.  Measures do not exist that examine the latent constructs of implicit and 
explicit attitudes of staff toward students with depression.  There is also a need for a 





measure of the latent construct of staff helping behavior toward students with depression.  
It is often assumed staff are willing to support students with disabilities, but there has 
been little direct research in this area.  The disproportional disciplinary data suggests staff 
may not provide these students with what they need especially when the students exhibit 
negative behaviors or symptoms of their conditions.  These measures would allow for an 
examination of the relationships between these latent constructs.  If the latent constructs 
of staff implicit and explicit attitudes predict the construct of their helping behavior then 
it may be possible to reduce suspensions and expulsions of students with disabilities by 
committing resources to staff to support their understanding of mental health.  The 
research question and hypotheses of this study guided the development of the measures. 
Research Questions 
Research Question 1: Does the latent construct of explicit attitudes (EA) (with 
dimensions of locus, personal control, external control, and 
stability) and implicit associations (IA) of staff toward 
students with emotional disabilities predict the measure of 
the latent construct of staff helping behavior toward 
students with emotional disabilities (SHESED)? 
Hypothesis 1: The dimensions of EA and SHESED will be invariant 
between staff with mental health certification and/or special 
education licensure versus those without these credentials. 
Hypothesis 2: There is a positive correlation between 1) the latent 
construct of explicit attitudes (EA) (with dimensions of 





locus, personal control, external control, and stability) and 
the measure of the latent construct of SHESED and 2) the 
construct of implicit associations (IA) and the measure of 
the latent construct of SHESED. 
Research question 2: Do the measures of EA, IA, and SHSED evidence adequate 
reliability, construct validity, dimensionality, model fit and 
be invariant between staff with mental health certification 
and/or special education licensure versus those without 
these credentials? 
Research Design 
 To answer these research questions, it is necessary to share the methodological 
decisions regarding the survey design, the participant selection, and the analysis of the 
results.  This study used a nonexperimental and associational approach in its design.  One 
measure was created to examine the latent construct of implicit attitudes and one 
examined helping behavior.   Four measures of locus, stability, external control, and 
personal control are dimensions of the explicit attitudes latent construct.  
Nonexperimental research approaches have attribute independent variables that cannot be 
manipulated within the study such as gender or race (Gliner, Morgan, & Leech, 2009).  
An associational research approach examines the relationships between latent constructs 
with minimal consideration of causation (Gliner, Morgan, & Leech, 2009).  This study 
intended to create measures to examine the relationship between attitudes and behaviors 
and did not involve the manipulation of variables related to participants.  





 Ideally, these constructs would be measured more directly via observations or 
interviews, but many factors and limitations could influence and alter the results of an 
observational study.  For the construct of staff helping behavior, a measurement tool is 
needed because this construct has a variety of possible supports staff may provide to 
students who need them at varying frequencies.  In a hypothetical observational study, 
teachers and staff would be told the purpose of the study.  Their knowledge of the 
purpose of the observations would likely influence how they treat students with 
depression.  If observations were to occur, the observations of teacher-student 
interactions would objectify the student with depression and not give voice to the student.  
Next, students with depression have negative world views and so student interviews 
might be skewed by their perceptions of how teachers provide support.  Lastly, explicit 
attitudes can be measured more directly with a survey, interview, or observation, but 
implicit attitudes are unconscious thoughts that influence behavior.  The field of 
psychology has developed new techniques to measure implicit attitudes.  The implicit 
association test (IAT) is designed to measure implicit associations and this study pilots a 
new IAT.  For these reasons, these three measures were developed to measure attitudes 
and helping behavior. 
Participants 
This study used convenience sampling as participants were the teachers and staff 
from a large urban school district in the Western United States.  The district includes a 
variety of school models: elementary (K-5th), middle school (6th-8th) and high school (9th-
12th), K-8th schools, 6th - 12th schools, K-12th school, alternatives high schools, an online 





high school, innovation schools, and charter schools.  It was estimated 1,000 participants 
would complete this survey.  This scope of the findings of this study is limited in that it 
does not included participants from suburban or rural schools.  These participants were 
most accessible to the researcher.  This type of sampling has limitations.  Convenience 
sampling limits the external validity of the study (Gliner, Morgan, & Leech, 2009).  A 
sample is the persons or items included in an analysis while the population is the entire 
number of persons or objects that is under examination.  Population validity refers to the 
generalizability of the results to those who were not included in the study.  If the sample 
participants have similar traits to those from the population who did not take the study 
then there would be higher population validity.  In this study, the population was all 
licensed 6-12 educators in the United States.  If all of the participants in the convenience 
sample responded to items similarly due to factors within the group, their responses may 
cluster, and external validity would be low.  For example, if a district provided implicit 
bias training to staff then the response may be different from others in the population who 
did not have this training.  While the sample was from a single school district, the district 
does have a high influx of individuals from out of state so clustering effects may be 
reduced marginally.  These participants were appropriate for this study since they fit the 
inclusion criteria of being licensed 6-12 grade educators. 
Participants were licensed educators such as teachers, administrators and service 
providers.  Staff were contacted via an email list serve.  A majority of the individuals on 
the list serve are student service providers.  As individuals completed the survey, results 
were monitored to ensure a variety of professionals complete the survey.  It was thought 





that if teachers or administrators are underrepresented then they would have been 
contacted directly to obtain a more representative sample. However, the Covid-19 
pandemic prevented this from occurring since it became apparent staff throughout the 
district experienced increased workload during the remote learning period.  All recipients 
were asked to complete the full survey and share it with colleagues in the district.  This is 
considered snowball sampling as the number of participants increases over time as more 
individuals share the study.  It was hoped to be advantageous as individuals who receive 
the survey from a known colleague may be more likely to take the survey.  The 
disadvantages of snowball sampling are clustering as well as the response rate was 
unknown.  Since all participants were from a single school district, the snowball sampling 
does not increase or decrease the chances of clustering.  It is important to know the 
response rate as this may affect the collected results, but this was unknown since 
recipients shared the survey with others.  If individuals do not take the survey because 
they are biased against students with depression then the range of results would be 
limited.  This attribute variables of participants were examined to determine if there may 
be some groups who participated less than others. 
Figure 4 
Demographic Information of the Sample   
1. Gender   
 




2. Years of experience in K-12 education:  






3. How much experience do you have working with students with depression? 
 
 A lot 
 Some 
 A little 
 None 
 











 Other:  
 
5. Do you experience depression? 
 
 Yes, I am diagnosed. 
 I think so, but I am not diagnosed. 
 No. 
 
6. Do you have a mental health license or certification? 
 
 Yes. 
 No, but I am in process of obtaining my license or certification. 
 No. 
 
7. What is your job title? 
 
Data Screening 
 Once the data are collected, they were screened to ensure accuracy prior to 
analysis.  First, each of the demographic items and response items were examined for 
univariate and multivariate outliers to ensure all responses were valid.  Outliers are 





unexpected responses that occur far from other responses.  Outliers can impact statistical 
models as they influence mean statistics used for model fitting and hypothesis testing.  
Next, the items were examined for missingness using the missingness values analysis in 
SPSS.  Missing data fall into one of three categories: missing completely at random 
(MCAR), missing at random (MAR) or missing not at random (MNAR).  Ideally, the 
data is MCAR as this would indicate there are no patterns to the missing responses.  
Ideally, no more than 5% of data points are missing  (Tabachnick & Fidell, 2013).  Items 
and participants were considered for modification (e.g., mean substitution, etc.) or 
deletion.   
Analyses examined variables for normality, linearity, and homoscedasticity.  
Normality refers to the assumption that the distribution of scores along a continuum.  
Ideally, a majority of scores fall at or near the mean with decreasing scores nearer the 
lowest and highest scores.  Linearity refers to the assumption that scores on two variables 
form a straight line.  For example, as one variable increases the other variable increase or 
decreases at a similar rate.  Homoscedasticity refers to the assumption that the error 
variance of one variable does not vary across the scores of another variable.  If the 
variance of one variable increases at certain points of another variable, this could indicate 
problems with the measure.  Lastly, the items were examined for multicollinearity.  If 
items correlate at rates higher than .9, then this result could indicate the items are 
indistinct (Tabachnick & Fidell, 2013).   






 Prior to completing the survey, each participant read a vignette describing a 
student with depression.  Vignettes are commonly used in the field of mental health 
literacy to provide a constant basis from which to measure attitudes.  The purpose of the 
vignette was to give participants a realistic example of how a student with depression 
could act in a school setting.  The survey questions captured their attitudes and beliefs 
based on the described behaviors.  This vignette was an original creation and describes 
actions and behavior common to adolescents with depression.  The student in the 
vignette, named Taylor, had a gender-neutral name to mitigate the potential effects of 
gender bias.  The vignette does not include the student’s race or sexual orientation as 
these factors can bias the responses of staff as well, but they were not variables of interest 
in this study. 
The introduction of this dissertation presented a brief history of methodologies to 
examine mental health attitudes and stigmas.  Jorm et al. (1997) used vignettes as a way 
to present scenarios of individuals with mental health conditions and participants would 
respond to these scenarios by answering survey questions.  Fortunately, mental health 
awareness improved since the earliest studies (Jorm, Christensen, & Griffiths, 2006).  
However, some studies have found that many individuals struggle to discern when a 
vignette describes a person with a verifiable mental health condition versus a person with 
difficulties that do not arise due to a mental health condition (Pescosolido et al., 2008; 
Swami, 2012).  This study did not focus on whether or not staff can identify a student 





with depression.  Instead, the vignette states the student has depression as it is common 
for staff to have this knowledge via the student’s 504 plan or IEP. 
The purpose of the vignette was to mirror a real situation where staff know the 
student has depression.  Often staff are aware of when students have depression though 
their IEP or Section 504 plan.  The purpose of the vignette was not to improve the 
awareness of staff in being able to identify a student who may have depression and has 
not been diagnosed.  School staff have shown an ability to identify mental illness in 
students (Allison, Nativio, Mitchell, Ren, & Yuhasz, 2014).  The vignette in this study 
was unique in how symptoms of depression were presented.  Vignettes used in previous 
studies that sought to determine if participants could identify depression included 
information related to the person’s thoughts such as how the person felt (Al-Yateem, 
Rossiter, Robb, & Slewa-Younan, 2018; Jorm et al., 1997).  The vignette used in this 
study only described the actions and behaviors of the student that are common for 
students with depression.  It does not include any information related to how the student 
thinks or feels as this sort of information would not be known to staff unless the student 
shared it directly.  During manifestation determination meetings, staff use the student’s 
actions and known conditions to determine if a relationship exists between the condition 
and the actions that violate school rules.  Though there was nothing in the vignette that 
might lead to a potential expulsion, it was hoped staff can recognize known symptoms of 
depression based on the actions of the student.  Two school psychologists and one school 
social worker reviewed the vignette to ensure it is a valid depiction of student depression. 





They reviewed the content, provided feedback, and agreed this vignette captures a 
realistic example of depression.   
The vignette (Figure 5) included behaviors specific to how depression manifests 
in students in a typical school setting.  This vignette would not be indicative of a student 
enrolled or participating in their education remotely or virtually.  First, the vignette 
shared the student has depression. Next, the student was described as withdrawn. This 
symptom is very common for individuals with depression and it is important for staff to 
be aware of it.  Next, it described the student is behind in work and is tired.  Again, these 
are common symptoms, but they may impact the student’s education more significantly.  
The student is then described as irritable and has missed class.  These actions are more 
evidence of serious depression.  Lastly, the student was quoted as saying things are 
hopeless.  Feelings of hopelessness are a sign of serious symptoms.  This vignette 
covered the most common symptoms.  Depression manifests in numerous ways and this 
vignette described how a student may behave and respond.  While depression symptoms 
vary across sufferers, this vignette included actions staff would most likely observe.  It is 
important to note that as an externalizing condition, many sufferers of depression do not 
exhibit any external symptoms.  Student with depression may hide their symptoms and 
exhibit no symptoms of depression.  This can be a challenge for staff in supporting 
students with depression, but again the purpose of this study was to learn about how staff 
would respond to a student who does exhibit symptoms externally.  
 
 






Vignette – Example of Student with Depression 
 
Measures of the Explicit Attitudes of Staff Toward Students with Depression 
 To measure the explicit attitudes of staff toward students with depression, this 
study utilized a semantic differential tool.  Explicit attitudes of staff toward students with 
depression is defined as the beliefs of staff members in regard to how depression causes 
symptoms of depression in students.  Developed in 1957 by psychologist Charles Osgood 
and his colleagues, the semantic differential tool presents a concept or scenario and then 
requires participants to select a level of agreement along a 7-point scale between 
opposing words or concepts.  A scale is a numerical representation of a construct or latent 
variable.  Its creation was intended to measure attitudes (Osgood, Suci, & Tannenbaum, 
1957).  For example, a semantic differential scale could ask participants to rate an image 
of a flower on a 7-point scale from good to bad.  A score of 1, 2, or 3 would mean they 
believe a flower is good with 1 being the strongest belief.  A score of 5, 6, or 7 would 
mean they believe a flower is bad with 7 being the strongest belief.  A score of 4 would 
Taylor is a student with depression. You have been working with Taylor this school 
year. Taylor is now withdrawn and no longer participates in class. Taylor has fallen 
behind in schoolwork and expressed feeling tired all the time as it has been difficult to 
sleep at night. Taylor is irritable and has been disciplined for yelling at staff.  Taylor 
lacks motivation to complete work. When you chat after school Taylor says, “I don’t 
see the point in trying. 





be a neutral score meaning they would not see a flower as good or bad.  The semantic 
differential tool has been recommended for use in studies examining mental health stigma 
as it has shown evidence of reliability and validity across studies (Link, Yang, Phelan, & 
Collins, 2004).  Reliability reflects the reproducibility of observed values and is the ratio 
of the test variance (corrected for estimation error) and the total variance observed.  
Validity has to do with the accuracy of the instrument to measure the construct of interest 
and it is measured in a variety of methods as discussed later.  Due to these advantages, 
the semantic differential tool is well-suited for this study. 
After reading the vignette, participants completed the new semantic differential 
measure.  This scale was influenced by the Revised Causal Dimension Scale (CDSII).  
Created in 1992, the CDSII was “a state measure assessing individual perceptions of 
causes in particular situations” (McAuley, Duncan, & Russell, 1992, p. 572).  The 
measure examined the causal dimensions of the subcategories of locus of causality, 
stability, personal control and external control (McAuley, Duncan, & Russell, 1992).  
The subcategory of locus refers to whether or not the cause is internal or external to the 
sufferer.  The subcategory of stability refers to whether the cause changes or varies over 
time.  The subcategory of control refers to whether the cause is controllable or not.  The 
revised scale replaced the original scale created by Dan Russell. The scale was designed 
to measure how an individual attributed the causes of a situation (Russell, 1982).  The 
original iteration of the CDSII examined how an individual viewed causation of their 
own actions.  This study adjusted the original iteration of the CDSII to examine how 
individuals view causation regarding the actions of others.  This was a unique alteration 





in the application of this measurement tool because the tool originally was used for self-
assessment and this study used it as a perception tool.  
Similar to other semantic differential scales, this tool used a 7-point scale with a 
neutral center point (Figure 6).  Participants read the following directions, “Instructions - 
Semantic Differential Scale:  This section will measure your explicit attitudes regarding 
the causes of Taylor's behavior. For each pair, Taylor's behaviors are caused by or are (1 
strongly caused by option on the left & 7 strongly caused by the option on the right).”  
The pair of phrases or words were related to the locus, stability, and personal or external 
controllability for depression.  The pairs of phrases or words were either from the 
previous CDSII tool or have been revised slightly since the original usage was a self-
assessment and this measure is not.  The semantic differential scale tested the explicit 
attitudes component of attribution theory.  The theory hypothesized that if participants 
attributed the causes of the student’s behaviors as fixable and manageable then they did 
not associate these behaviors with depression and may be less likely to provide supports.   
Figure 6 
Items in the Measure of Explicit Attitudes of 6-12th Grade Staff Toward Students with 
Depression  
Not manageable – Manageable 
Taylor’s environment – Taylor’s character 
Permanent – Temporary 
Uncontrollable – Controllable 
Taylor cannot regulate – Taylor can regulate 
Outside of Taylor – Inside of Taylor 





Unstable over time – Stable over time 
Not under Taylor's power – Under Taylor’s power 
Unfixable – Fixable 
About the school environment – About Taylor 
Unchangeable – Changeable 
Others could not regulate – Others could regulate 
  
The measure of explicit attitudes of staff toward students with depression has four 
dimensions: locus of causality, stability, personal control, and external control.  
Attribution theory predicts that helping behavior would be related to these dimensions of 
causation (Weiner, 1979).  Locus refers to the source of the problem: internal or external.  
Stability refers to whether the locus is temporary or permanent. Personal control is how 
much influence the individual has over the causes.  External control is how much 
influence external factors affect the cause.  It was predicted each of these dimensions 
would have a direct relationship with the latent construct of explicit attitudes of staff 
toward students with depression.  If the measures functioned as hypothesized, they would 
allow us to better understand the latent construct of explicit attitudes of staff toward 
students with depression.  This study used Item Response Theory (IRT) to analyze the 
results of the semantic differential.  The literature review did not find any previous 
studies that used IRT to analyze results from a semantic differential measure so this study 
used a unique methodology to examine these results. 
 
 



















Measure of the Implicit Associations of Staff Toward Students with Depression 
 To create a new measure of the implicit attitudes of staff toward students with 
depression, this study utilized an implicit association test (IAT).  The latent construct this 
tool measured was the subconscious associations staff make regarding students who 
exhibited symptoms of depression versus students who exhibited behaviors opposite to 
the symptoms of depression.  The IAT has emerged in the last 20 years as a tool used to 
examine implicit attitudes or beliefs.  This study developed a new IAT to measure the 
differences between how respondents view words associated with students with 
depression versus words associated with a typical peer.  The IAT used two pairs of 
groups or four groups total to obtain these differences (Figure 8).  The groups were: 














with its title.  Participants completed seven pods in a random order based on the four 
groups.  The seven pods were randomized to ensure the order of the test did not influence 
the results.  Some of the pods contrasted two of the groups and some contrasted all four 
groups.  Participants used two keys on their keyboard associated with each group and 
when a word flashed onto the screen they quickly responded with a key corresponding to 
a group.  For example, when a word in the good category pops on the screen they hit a 
key as quickly as possible and when a bad word popped on the screen they hit a different 
key as quickly as possible. 
Figure 8 




















To develop this measure, the choice of the words in each category were 







































based on their meaning and connotation.  For the depressed student category, words were 
selected that described emotions of a symptomatic student. Again, most students with 
depression do not exhibit obvious outward symptoms, but if they do exhibit symptoms 
this list includes the most common examples.  For the typical student category, words 
were chosen that were emotional opposites to the depressed student categories.  This 
contrast was important because the purpose of this measure is to determine how staff 
respond implicitly to a student who exhibits symptoms of depression compared to a 
student who does not have depression.  Generally, speaking response times were more 
related to the categories themselves than the words used for categorization (Monteith & 
Pettit, 2011).  Still, it was important to choose proper words for the categories.   
The test measured how quickly participants respond or “associate” the word with 
its group.  The outcome for this test was the amount of time the individual takes to 
respond to the stimuli.  The pods were used to compare how participants responded 
across the groups.  Once the pods with two groups (good-bad and depressed-typical) were 
completed, all four groups were combined and mixed.  For example, good-depressed was 
one group and bad-typical was another group.  In the next pod, the good and bad 
categories were flipped and associated with the other group.  Hypothetically, participants 
who associated students with depression as bad may responded more quickly to the 
words in these categories than when the words associated with students with depression 
were linked to the good category.  The difference of response times produced from the 
pods provided evidence regarding implicit staff attitudes toward students with depression.  
This research study included the full development of a new IAT including the groups and 





words associated with the areas of interest.  The IAT allowed for the measurement of 
implicit association for a variety of groups. 
 A previous study examined implicit and explicit beliefs toward individuals with 
depression versus an individual with a physical illness.  Montieth and Pettit (2011) 
compared the responses of participants in four implicit and explicit categories: stability, 
controllability, etiology, and attitudes.  Each of these categories were used to measure the 
implicit attitudes of respondents toward people in each group.  The explicit measures 
examined attitudes toward someone with depression and an individual with a physical 
illness separately using semantic differential scales.  Montieth and Pettit examined the 
relationship between implicit and explicit beliefs toward individuals with depression.  
Interestingly, no significant correlations existed between the corresponding implicit and 
explicit measures (Monteith & Pettit, 2011).  They explained this finding as attributable 
to the differences between the IAT (comparing two groups) versus the explicit measure 
of rating causation of a single group along a semantic differential scale.  The study also 
did not find significant differences in the explicit attitudes of individuals toward those 
with depression and toward those with a physical illness.  Though implicit attitudes 
toward those with depression were more negative than implicit attitudes toward those 
with a physical illness 
This study differed from the Montieth and Pettit study in several ways.  First, it 
only examined attitudes: good-bad.  This choice was made to minimize the length of the 
test as multiple IATs take a significant amount of time for participants and the primary 
goal of this study was to develop a single measure of implicit attitudes.  This study was 





not focused on the implicit beliefs of staff toward the causes of the depression in regard 
to stability, controllability, and etiology.  Next, this study compared the words associated 
to a student with depression to words associated to typical students.  In school, the 
behavior of a student with depression is often in contrast to the behavior of average 
students who would act differently.  Generally speaking, typical students complete work 
and get along with others.  Students with depression can struggle to complete work and 
may struggle with relationships with others.  Therefore, this study used this dichotomy to 
best measure these attitudes.   
This study used different terms within each of the four groups compared to 
Montieth and Pettit (Figure 8).  Since this study was for staff to describe students, it 
would not be appropriate to use all of their good-bad descriptors such as enjoy, glorious, 
agony, horrible, or despise.  Those terms were not appropriate for staff to think of 
students in this way.  This study does borrow two terms: positive and negative.  The 
category for typical students used all new term since this category was not included in 
their study.  The category for depressed students used new terms as well.  This study used 
words more associated with affect and less neutral: apathetic, disconnected, distractible, 
irritable, and withdrawn.  The prior study used: sad, hopeless, gloomy, tearful, miserable, 
and depressed.  It was thought the new words in the depressed category better described a 
student with depression.  Prior IATs have used the terms identical to those used in the 
semantic differential scale, but this study did not use this approach as the semantic 
differential scale examines attitudes of causation whereas the terms in the IATs described 
the student’s affect.   





Helping Behavior of Staff Toward Students with Depression Measure 
 Lastly, this study developed a new measure of staff helping behavior toward 
students with depression to better understand the latent construct of staff helping behavior 
toward students with depression.  Helping behavior is defined as the level of willingness 
a staff member is to provide or agree to provide a student.  There is little prior research 
on helping behavior and no research was found on how school staff help students.  
School staff are adults in a professional role and due to the nature of the job help their 
students.  However, outcomes for students with emotional disabilities have shown there 
may be variability among staff in how they help their students. 
For the development of this measure, items were selected by the researcher who 
has reviewed thousands of Section 504 plans that include both accommodations and 
services that staff provide to students.  Though accommodations and services vary by 
student need, there are many common supports provided to students with depression and 
these were chosen for inclusion.  This new tool included10 items (Figure 9).  These items 
were reviewed by two school psychologists and one social worker.  They reviewed all 
items and agreed that they included common supports staff provide students with 
depression.  In a review of the relevant literature, a scale for staff helping behavior was 
not found.  Other studies do examine behavior in relation to attitudes.  Regarding the 
scale, Bentler and Speckart (1981) used a 7-point scale to measure behaviors with 
responses from “Not at all” to “Every day.”  This scale used a similar 7-point scale with 
“Never” and Yes, frequently” as the end points.  The other responses were “Not likely,” 
“Not sure, I would be open to consider it,” “Yes, but rarely,” and “Yes, occasionally.”  





This scale was appropriate to measure their intent to provide each of the proposed 
actions. This continuum allowed for the respondent to consider if they would or would 
not agree to that support and if yes the frequency. 
Figure 9 
Items for the Measure of Staff Helping Behavior Toward Students with Depression 
Ability to leave class. 
Consequences for missing work. 
Extra time to complete classwork. 
Consequences for being off task. 
Listen to Taylor’s problems. 
Provide Taylor with advice. 
Provide Taylor with mental health services. 
Access to missed instruction. 
Speak with Taylor’s guardians. 
Access to a trusted adult upon request. 
 
To determine the appropriate items, DeVellis (2012) recommended that an item 
pool is created to properly cover the size and scope of the latent construct.  The latent 
construct of staff helping behaviors is best measured by considering accommodations, 
services, and supports.  An initial item pool was created and reduced with feedback from 
two school psychologists and one school social worker.  The final measure included the 
provision of accommodations such as access to missed instruction, access to a trusted 





adult, and extra time to complete classwork.  The measure included providing 
consequences for missing work and being off task (these items were reverse coded for 
analysis).  One item referred to offering mental health services.  Lastly, the items 
included ancillary supports such as listening to Taylor, speaking to Taylor’s guardians, or 
providing Taylor with advice.  Since there a variety of staff took the measure, they were 
prompted to consider providing each of these items directly or through the Section 504 or 
IEP process.  This new measure was unique in that no other study examined the behavior 
of staff.  This measure explored a new aspect of education.  Schools focus solely on 
student achievement, but the behavior of staff can have a significant impact.  Applying 
attribution theory, staff should have been willing to provide many of these supports to 
Taylor if they understood that the problems were linked to the condition and not due to 
student choices.  Since depression is an invisible condition that substantially limits one’s 
ability to perform daily life activities, it might have been easier for staff to attribute these 
limitations as due to the student’s character and ability to make decisions.  This new 
measure of staff behavior toward students with depression was the first of its kind to 
examine how willing staff may be to support the manifestations of any impairment.  
Students with depression view the world around them through negative lenses so the 
continued denial or offering of supports can have a significant influence over the 
student’s perception of others.  It was hoped this measure provides insight regarding how 
staff would behave.  Overall, this study included three new measures, two of them based 
on previous studies (Table 1).  The previous iterations all met accepted standards for 
reliability and validity.       







Reliability of Similar Tools   
 








.79** .51** NA 
Helping Behavior 
Scale 
NA NA NA 
 
* (Russell, McAuley, & Tarico, 1987) 
** (Hoffman, Gawronski, Gscwendner, Le, & Schmitt, 2005) 
 
Item Response Theory 
 Latent trait theory suggests we can measure complex traits or abilities through a 
combination of models using observable or measurable items.  Latent traits are measured 
indirectly through items or agents of measurement to obtain responses.  For example, 
love is a latent emotion and cannot be measured directly, but by measuring the quantity 
of hugs, kisses, and glances between couples these actions could give us an indirect 
measure of love.  Ferguson (1942) first suggested the use of items to discriminate person 
abilities (Bejar, 1977).  Latent trait theory grew with the measurement of attitudes with 
the work of Lord (1952) and Lazarsfeld (1959).  Today, latent trait theory is called item 
response theory and there are various models applied to varying types of items.  Bejar 
(1977) states that “latent trait theory characterizes testees’ (participants’) trait levels by 
their position on a continuum, denoted by θ, which is assumed to be -∞ < q < ∞” (p. 510).  





Researchers use item response theory to find evidence of reliability and validity for their 
measures. 
 Item response theory (IRT) consists of a series of non-linear where participants 
obtain an estimate for their ability (q) on an interval scale instead of an ability score 
based on the overall score.  This study used a Rasch model for IRT.  A Rasch model uses 
a mathematical formula to examine the relationship between the probability of success 
and the difference between an individual’s ability and an item’s difficulty.  An ability 
estimate is the location of a person on a variable as determined by observed performance 
(Bond & Fox, 2007).  Ability is the level of success of the objects of measurement 
(persons) on the latent variable.  Estimates are produced from the data and approximate 
the true value based on the observed value.  The person’s location on the unidimensional 
variable measure is in logits.  Unidimensionality is the understanding in measurement 
that only a single attribute of an object can be measured per administration of the 
instrument (Bond & Fox, 2007).  Logits are the log-odds unit of measure used by Rasch 
for calibrating items and measuring persons on the latent construct.  It is the logarithmic 
adjustment of the ratio of the probabilities of a correct and incorrect response.  This ratio 
is the odds ratio between the probability of selecting the correct response versus the 
probability of selecting the incorrect response.  Visually, an item characteristic curve is 
an ogive-shaped plot of the probabilities of a correct response on an item for any value of 
the measured trait from a respondent.  The curve displays the threshold or point where the 
likelihood of endorsing one category changes to the likelihood of endorsing the other 
category.  Overall, the model uses facets, or all of the person, items, or tasks needed from 





the theoretical model.  Elements are the various persons or judges and items that produce 
an observed score or value.    
IRT has advantages compared to classical test theory (CTT) such as the raw 
scores are converted to an interval scale (q), results have sample-free characteristics, and 
the capacity to create a measure at the item level and not test level.  CTT is an item 
analysis theory where raw scores are treated additively.  CTT theorizes a person’s true 
score differs from their actual score due to error, but results are sample-dependent.  For 
IRT, the person ability and item difficulty logit positions are test independent (sample-
free) probabilities that can put both items and participants on the same continuum.  
Additionally, IRT includes multiple iterations of the program to improve estimates by 
minimizing the residual errors. 
In IRT, items are measured for difficulty and participants are measured for ability.  
Items are not necessarily questions; they are the features used to measure the latent 
construct.  Item difficulty is an estimate of an item’s difficulty approximated by the 
persons in the sample who provided a correct response. Persons are not necessarily 
human respondents.  Instead, they are the object of measurement.  Person ability is then 
an estimate of the person’s ability on a set of items that measure the latent construct.  
Parameterization is the process used to estimate the measure continuum of item response 
theory models for the item difficulty and person ability.  The specific type of 
parameterization is based on the type of item response model and gives a more precise 
estimate of the latent construct than an overall score.  It is also presumed responses are 
probabilistic and not deterministic.  Probabilistic responses can produce reliable estimates 





with some uncertainty.  Deterministic responses are predictable without any uncertainty.  
Probabilistic responses are useful as they can be used for predicting future responses or 
responses from the broader target population.  IRT analysis creates expected responses 
based on the measure and the expected values predict future performance. 
This study utilized IRT analysis for all of the items and subscales with the explicit 
attitudes measure and the helping behavior measure.  However, multidimensional latent 
constructs have added complexity.  Bond and Fox (2007) note, 
We are all aware that the complexity of human existence can never be 
satisfactorily expressed as one score on any test.  We can, however, develop some 
useful quantitative estimates of some human attributes, but we can do that only 
for one attribute at a time. (p. 33) 
 
Prior studies on the relationships between attitudes and behaviors have used factor 
analysis for measure construction and evaluation.  Factor analysis and item response 
theory can both group items to measure latent constructs.  However, factor analysis 
assumes a measure continuum based on the sample’s ability scores.  This sample 
dependency means the findings from factor analysis can vary sample to sample which 
affects reliability and thus the usability of the measure (Wright, 1996).  The use of item 
response theory ensures greater consistency across samples.  Item response theory 
improves the measurement development process to ensure they can be reused (Wright, 
1996).  Bond and Fox (2007) reiterate this point, “This dependence on sample-dependent 
correlations, without analysis of fit or standard errors, severely limits the utility of factor 
analysis results” (p. 252).  Therefore, the use of item response theory is appropriate when 





developing measures for usage.  IRT was used for this study and it was hoped the items 
would be of sufficient quality to fit the models. 
Items 
 IRT models vary based on the response options used in items.  For example, a 
dichotomous IRT response model when there are only two responses possible (Ostini, 
Finkelman, & Nering, 2015).  A polytomous model is necessary when response scales 
have more than two ordinal response options (Ostini, Finkelman, & Nering, 2015).  The 
quality of items and their response options are key to not only using IRT to develop the 
measure, but this also improves the accuracy of the estimates of person ability and item 
difficulty.  The measure should include items with varying degrees of difficulty which 
enables the measure to better distinguish person abilities and decrease the estimation 
error of true ability versus estimated ability (Bond & Fox, 2007).  As the variability of 
person ability increases, this improves the estimate of item difficulty (Bond & Fox, 
2007).  Targeted items have a difficulty similar to person ability so the probability of 
success on an item is close to 50%.  To improve measure development, it is crucial to not 
simply have more items and participants but have greater variance in the difficulty of 
items and greater variance in the ability of participants with minimal error (Boone, 
Staver, & Yale, 2014).  Error estimates are the differences between the observed and 
expected person ability or item difficulty and large discrepancies can reduce the tools 
usefulness.  The standard error is an estimate value that when added or subtracted from a 
logit measure is the shortest distance before the difference becomes meaningful.  The 
measure must be able to differentiate the low and high scorers as well as those with 





average ability (Boone, Staver, & Yale, 2014).  Item selection plays an important role in 
person separation since items with varying difficulty can best distinguish varying ability.   
 Items selected for each measure are predicted to produce person separation.  Items 
selected for the explicit attitudes measure and the helping behavior measure align with 
attribution theory.  The items for the explicit attitudes measure relate to causation of the 
student’s difficulties.  The items on the helping behavior measure include various 
accommodations and supports staff provide.  Outside of a theoretical framework, item 
selection can occur pragmatically (Boone, Staver, & Yale, 2014).  The selected items 
provide the infrastructure for the IRT model used to develop the measure.   
Item Response Model Selection 
 It is important to select the proper IRT model after developing the items.  
Polytomous models fit items with more than two response options.  The different 
polytomous models use the scale of each item as well as how the items function as a 
group (Ostini, Finkelman, & Nering, 2015).  Both the graded response model and the 
partial credit model can be used with items that have more than two response options.  
Both models use parameter estimates that consider the various ordinal response options 
(Baker, Rounds, & Zevon, 2000).  The graded response model is used when all items use 
the same ordinal scale (Ostini, Finkelman, & Nering, 2015) whereas the partial credit 
model can use items with different ordinal scales.  The continuous response model is 
based on theory that improves estimation, but verification has been minimal (Zopluoglu, 
2013). This study used the graded response Rasch model for the explicit attitudes 
measure and the helping behavior measure since the scales were equivalent across items. 





 The items for each of the scales were run with the polytomous response model for 
parameterization which estimated item difficulty and person ability.  The estimate of item 
difficulty is the probability that an individual at a certain ability will endorse the item 
sufficiently.  For example, a person with more positive explicit attitudes will more 
strongly agree that the causes of the difficulties are external to the student with 
depression.  The estimate of person ability is the probability that an individual will more 
strongly endorse each item (e.g., get it ‘right’).  Bond and Fox (2007) note, “the response 
probability for any person n attempting any item I is a function of the difference between 
the ability of the person (Bn) and the difficulty of the item (Di)” (p. 48).  Person and item 
estimates fall on the logit scale on the measurement continuum.   
 Once we obtain the item and person logits, one must examine the item locations.  
A calibration arranges each item along the latent variable in order of difficulty.  
Difficulty in IRT refers to the level of performance for each item as measured by Rasch 
units or logits.  Similarly, easiness is the amount of success the agents have on the 
measure of the latent variable.  The calibration process may reveal a top and bottom of 
the scale.  The top would include any items where all participants responded correctly or 
positively, and the bottom would include any item that all participants answered 
incorrectly or negatively.  These items would be removed from the measure as they do 
not discriminate participants.  Items should fall across continuum of difficulty and cover 
the spectrum of person ability.  For example, extreme items that all participants score in 
the top or bottom category do not help the measure differentiate ability levels.  Similarly, 
extreme persons who score all items in the top or bottom categories do not help 





differentiate items difficulties.  Extreme items and extreme persons are candidates for 
removal.  In this study, individuals with positive attitudes toward students with 
depression should have faster reaction times for positive attributes in the IAT and endorse 
items of proper causation with explicit measure.  Upon an examination of the results, 
items were reviewed for continued inclusion and if additions may be necessary. 
Psychometric Quality Indicators 
 IRT includes a multitude of indicators that must be met to show evidence of 
reliability and validity (Bond & Fox, 2007).  These include dimensionality, scale use, fit, 
invariance, and reliability and separation.  Any removal of items or persons requires an 
assessment of each indicator.  If the measure can meet the relative criteria for each 
indicator then the measure has support for reliability and validity, coverage of the 
continuum of item difficulty and coverage of the continuum of person ability.  Each of 
the indicators play an interactive role in measure development. 
Dimensionality 
 Dimensionality refers to the number of latent constructs a tool measures.  A 
dimension is said to affect the variation in the response data.  Variance due to the 
measure is a fundamental indicator that the tool measures a single latent construct (Bond 
& Fox, 2007).  The usage of the partial credit model demands the tool only measures a 
single latent construct.  Another term used to describe a single latent factor is 
unidimensionality.  A tool that measures more than one latent construct is considered 
multi-dimensional.  However, in that case, the items would be separated, and each group 
of items would be reanalyzed and must meet the assumption of unidimensionality (Bond 





& Fox, 2007).  The most parsimonious model uses the fewest number of items yet still 
meets all of the criteria of each indicator (Bond & Fox, 2007) 
  The principal components analysis of residuals (PCAR) indicates the amount of 
variance explained by the measure, the residual variance explained by the latent construct 
or contrast, and the variance explained by the first latent construct or contrast (Bond & 
Fox, 2007; Boone, Staver, & Yale, 2014).  The information in the PCAR helps determine 
dimensionality.  Person abilities and item a difficulty support dimensionality because 
misalignment of item or person logits could be an indicator of a multidimensional scale 
via PCAR.  If unidimensionality is not met additional steps can correct this occurrence.  
For examples, one can remove items or adjust the scales in items to adjust for an 
unexpected result. 
Scale Use 
 In order to modify the scale to account for multidimensionality, one must consider 
the scale used in items (Bond & Fox, 2007; Boone, Staver, & Yale, 2014).  Interval 
scales use measures with equal amounts of variability between options.  An additive scale 
is useful in any measurement situation as the units follow the property of addition 
whereas adding one more unit is equivalent throughout the scale.  For example, the 
distance between each inch on a rule is equivalent and thus the ruler is an interval scale.  
Similarly, the rating scale is the way responses are coded and the amount of increase 
between responses are identical.  One should consider both the measure continuum for 
items and how participants respond along the scale.  The scale needs to cover the full 
continuum of response options as well as the full capabilities of respondents.  For 





example, if someone can jump 40 inches high, but the scale only goes to 36 inches, the 
scale would need to be adjusted.  This is not possible once the scale has been 
administered so it is important to understand ability levels based on prior theory.  One the 
tool has been administered responses can be combined to support the various fit 
indicators.  
 The measure continuum should measure all abilities across the full continuum.  
Continuous items can have more categories added until the fit scales are found to work 
best.  Each time the scales are revised, it is necessary to review dimensionality (Bond & 
Fox, 2007; Boone, Staver, & Yale, 2014).  If participants cluster around the high or low 
ends of the full scale, it may be necessary to add items to help distinguish these 
individuals and the measure would be re-administered (Bond & Fox, 2007).  It is 
important to understand the continuum of person abilities and item difficulties to avoid 
such a scenario.  Similarly, if items cluster at the high or low end of the difficulty scale, 
they can be considered for removal. 
Fit: Model, Item, and Person 
 With dimensionality met, one can evaluate the fit of the model, of items and of 
persons.  Fit refers to the amount of matching between the modeled expectations and the 
observed responses (Bond & Fox, 2007).  IRT utilizes fit statistics such as the root mean 
square error (RMSE) and a chi-squared test to assess model fit.  These model fit 
hypotheses tests examine the difference between the model’s predicted and observed 
data.  RMSE uses the person and item fit estimates.  RMSE indicates if the data fits the 
model, but it does not allow for further analysis regarding where there may be problems 





with fit.  The chi-squared test measures the difference between the model covariance 
matrix and the observed covariance matrix.  The mean-square fit the chi-square statistic 
divided by its degrees of freedom with a target value of 1.  Values below 1 indicate 
overfit and excessively predictable results and values above 1 indicate underfit and the 
data are too unpredictable.  A significant result is not desired as it indicates the data does 
not fit the model sufficiently.  These statistics support evidence of predictive validity as 
they examine the level of agreement between expected and observed values from the 
instrument.  To rectify such errors, the item and person fit estimates are examined.   
Person ability and item difficulty are assessed by examining the person abilities 
and item difficulties and the fit estimates (Linacre, 2002; Masters, 1982).  Item fit 
statistics are indices that examine how well the observed values perform against predicted 
values (Bond & Fox, 2007).  The item reliability index (scored from 0-1) estimates the 
replicability of the item to be placed in the same location as the other items along the 
measured variable given a different sample (Bond & Fox, 2007).  Similarly, person fit 
statistics are indices that estimate how well persons fit the expected Rasch model (Bond 
& Fox, 2007).  The person reliability index (scored from 0-1) estimates the reliability of 
person placement one would expect if the same sample of persons were given a new set 
of items of the same construct (Bond & Fox, 2007).  Person and item fit analyses best 
explained by comparing the actual score to the estimated scores.  For example, a person 
with high ability should answer all of the easy questions correctly or positively and a low 
ability person should incorrectly respond to the difficult items.  Patterns such as these 
examples would produce good fit results since these responses would be expected.  The 





names of the statistical categories for item response theory are infit and outfit and 
unstandardized they are the mean square statistic.  Mean square item infit and outfit 
should fall around 0.7 and 1.4 with underfit over 1.0 and overfit below 1.0 (Wright, 
1994).  The infit statistic is a weighted statistic that focuses on the overall performance of 
an item or person using the observed score’s squared standardized deviation versus the 
expected performance.  The outfit statistic identifies rare responses that occur 
unexpectedly.     
 Underfit and overfit are problems that should be addressed.  Underfit indicates 
items or persons do not follow the expected patterns and are too unpredictable.  There is 
more variance in the actual scores than was predicted through expected scores.  Overfit 
means the item and persons have performed exactly as expected to a large extent and thus 
are too predictable.  There is less variance in the actual scores than was predicted through 
expected scores.  In this sense, overfit is a better problem than underfit.  Overfit can be 
improved by adding participants, underfit is problematic in that a solution is not easily 
found (Bond & Fox, 2007).  A perfectly fitting model would have infit and outfit scores 
or 1.0, but scores within a broader range are expected and acceptable. 
 When an item or person does not fit the expected models, this is considered misfit 
(Boone, Staver, & Yale, 2014).  Underfit refers to data that are too unpredictable and 
overfit refers to data that are too predictable.  Items and persons can be assessed for 
misfit.  Estimates of item difficulty and person ability do not capture misfit well (Bond & 
Fox, 2007).  Bond and Fox (2007) noted in a correspondence with Margaret Wu (2004),  





If we use mean-square fit values to set criteria for accepting or rejecting items on 
the basis of fit, we are likely to declare what all items fit well when the sample 
size is large enough. On the other hand, if we set limit to fit t values as a criterion 
for detecting misfit, we are likely to reject most items when the sample is large 
enough (p. 24). 
 
Measure invariance can also be used to show the measure distinguishes ability levels and 
that items and persons fit the measurement scale.  
Invariance 
 Invariance is the principle that scores from participants do not differ between 
participants with various traits.  Variables should maintain their identity across occasions.  
For example, if scores do not differ between whites-blacks or rich-poor the scale would 
be invariant.  The differential item function (DIF) statistic is used to determine 
invariance.  DIF is the change of item difficulty based on which person classification-
group responds to the item.  It helps with finding item bias or items that produce different 
responses from a person or group based on extraneous person or group variables.  If there 
are statistically significant differences (a = 0.01) between groups on an item then the 
researcher could examine the effect size to determine the extent of invariance.  A DIF 
contrast value larger than 0.64 would mean invariance is not met.  In that case, the item 
would be revised, replaced or removed. 
Reliability/Validity and Separation 
 Reliability is the ability of the tool to consistently measure its target across 
administrations.  Validity is the ability of the tool to measure what it intends to measure.  
A reliable measure can be valid, but if reliability is not achieved then validity is not 
possible.  Separation is the ability of the tool to distinguish between high and low 





performers and easy and difficult items.  Evidence for each of these values can support 
the usage of the tool.  This study used IRT to analyze IAT data with the intention that the 
model helped identify problematic persons or items that may influence the reliability.   
 Evidence of reliability is found from internal consistency, test-retest, and alternate 
forms (Boone, Staver, & Yale, 2014).  Test-retest is retesting the sample consecutively to 
examine variance between administrations.  Testing bias can occur with each re-
administration because participants become acquainted with the items.  An alternate form 
would be the use of different items and formats of the same construct across multiple 
administrations.  This would control for test bias but requires a higher level of items that 
can be used on each form.  Internal consistency is a measure of all the correlations of all 
the items across a tool (Boone, Staver, & Yale, 2014).  The coefficient alpha reports the 
relationship between the item correlations.  This is the most common source of evidence 
of reliability.  The IRT software, Winsteps, can calculate nonlinear indices such as person 
reliability, item reliability, and separation.  Reliability for nonlinear analyses in IRT 
simply assess how well items separate persons into ability groups and how well persons 
separate items into difficulty levels.  
 Item reliability indices indicate how well items retain their level when different 
participants respond.  Similarly, person reliability indices indicate how well persons 
retain their ability level when completing each item.  Each index requires items and 
participants across the full continuum of abilities and difficulties.  The person reliabilities 
“can be interpreted similarly to more traditional reliability indices in classical test theory 
(i.e., KR-20 and Cronbach’s alpha; Linacre, 2012) Meaning that values closer to 1 





indicate a more internally consistent measure” (Boone, Staver, & Yale, 2014, p. 222).  
Similarities to more the more widely used classical test theory make the analyses of 
easier to interpret.    
IRT has separation indices for person and item reliability.  Separation is the ratio 
of the sample’s standard deviation (corrected for estimation error) to the average 
estimation error.  Standard deviation is the root mean square of the differences between 
the sample of values and their mean value.   Separation helps distinguish the number of 
statistically different levels of groups within the sample of persons or items.  For 
example, high achievers and low achievers could be distinguished in the IRT model.  The 
number of statistically different levels are called strata.  The indices assess the amount of 
noise or inconsistency compared to the amount of consistency across persons and items.  
Noise is randomness in the data predicted by the Rasch model and should be minimized 
to ensure strong reliability.  The item separation index is an estimate of the separation of 
items on the measured variable (Bond & Fox, 2007).  Each have a separation coefficient 
that is “the square root value of the ratio between the true person variance and the error 
variance” (Boone, Staver, & Yale, 2014, p. 222).  Once the scale presents evidence of 
reliability, evidence of validity can be examined. 
Structural Equation Modeling 
 Once the three measures have evidence of reliability and validity, a confirmatory 
factor analysis (CFA) was conducted to assess the relationship between the latent 
variables using a structural equation model (SEM).  An SEM model is a 
conceptualization of mathematical relationships between variables.  This modeling 





technique allowed for an analysis of the relationships between the items in each measure 
and the relationships between the latent variables  (Figure 10).  The measurement model 
is expressed visually as the hypothesized relationships between all of the variables 
(Tabachnick & Fidell, 2013). The ovals represent the latent variables: implicit attitudes of 
staff regarding students with depression, explicit attitudes of staff regarding students with 
depression and the helping behavior of staff toward students with depression.  The 
squares represent the aggregate of the results from each item for the sample. Though not 
shown in the hypothesized model, each of the variables in the model had a disturbance 
term. A disturbance aggregates the errors from unexpected responses.  Errors are the 
differences between an observed score and an estimated score.  The lines indicate a direct 
relationship between variables (Bond & Fox, 2007).  Arrows indicate the direction of the 
relationship.  No arrows between variables mean there is no direct relationship 
hypothesized.   
 Confirmatory factor analysis (CFA) is a type of a SEM that includes latent 
factors.  In exploratory factor analysis, all items are analyzed simultaneously in the factor 
analysis process and the results provide statistical support for how many latent factors 
exist and which items load on those latent factors.  As the name exploratory would 
suggest, it is often unknown how many latent factors are present and which items would 
load onto the latent factors.  In this study, each of the measures are hypothesized to load 
into three distinct latent factors.  Therefore, CFA would be the preferred approach to 
analyze the data.  Additionally, CFA allows for an analysis of the relationships between 
the latent factors whereas exploratory analyses do not.   






A Structural Equation Model with the Attitudes Latent Constructs Predicting the Latent 
Construct of Helping Behavior 
 
For analysis, the hypothesized model included the observed variables of locus, 
stability, personal control, and external control predicting the latent variable of explicit 





attitudes that predict helping behavior as well as the observed IAT predicting helping 
behavior (Figure 10).  For analysis, the logits were used for the observed variables of 
locus, stability, personal control, external control, and helping behavior.  Attribution 
theory suggests that attitudes influence behavior (Weiner, 1979).  This measurement 
model tested this hypothesis that attitudes, both implicit and explicit, predict behavior.  It 
is recommended that both implicit and explicit measures are used to predict behavior 
(Greenwald, Poehlman, Uhlmann, & Banaji, 2009).  Ideally, helping behavior would be 
measured directly, but results from this survey tool were used as a proxy since there 
would be ecological validity problems if helping behavior was measured directly as was 
discussed previously.  Additionally, it was hypothesized that the observed implicit 
variable would not correlate with any of the observed variables predicting explicit 
attitudes. (James, 2018).  This was because the two measures differ functionally.  The 
implicit measure examined associations staff make between a student with depression 
and a typical student to both good and bad terms.  The explicit measure examined beliefs 
regarding the causation of the actions the student with depression exhibits in the vignette.  
Previous measures of implicit and explicit attitudes have correlated moderately and 
positively, but these results often occurred when the items used in the two measures are 
more closely associated in content (Greenwald & Nosek, 2008; Peris, Teachman, & 
Nosek, 2008).  In this study, it was more important to create the best measures of implicit 
and explicit attitudes rather than to create two measures that would have a statistically 
significant relationship. 





Prior to analysis the data from each of the measures were analyzed to ensure the 
assumptions of SEM have been met.  First, the results of each measure were assessed for 
multivariate outliers.  Participants with extremely high or low scores were considered for 
removal.  The items were assessed for multicollinearity where two items correlate at such 
a high level that it may suggest they measure the same principle.  Items were considered 
for removal if there is evidence of multicollinearity.  The data in each measure were 
assessed for missingness. The SEM is sensitive to missing data.  Missing data occurs 
when a participant does not respond to an item resulting in no observed value.  If the 
missingness was missing at random (MAR) or missing completely at random (MCAR) 
then the missingness may be ignorable (Kline, 2011).  If the data were not missing at 
random, considerations for data imputation would have been considered.  Imputed data 
are generated through modeling the current data and estimating a value based on known 
variables.  The data were checked for multivariate and univariate normality.  This step 
ensured the data have a normal distribution.  Again, if normality was not met there would 
have been consideration for statistical transformation of the data.  The data was checked 
for linearity and homoscedasticity.  For linearity, the data was assessed for correlations to 
ensure linear relationships among variables.  For homoscedasticity, the residuals were 
examined for normal distribution.  Residuals are the difference between observed and 
expected values.  Each of these assumptions help ensure the data was appropriate for an 
SEM analysis.   
To ensure the data fit the hypothesize model, various fit indices were examined.  
A chi-square test examined fit differences between “a given overidentified model and 





whatever unspecified model would imply a covariance matrix that perfectly corresponds 
to the data covariance matrix”  (Kline, 2011, p. 200).  Therefore, it was hoped the result 
would be non-significant difference between the models.  The root mean square error of 
approximation (RMSEA) analyzed the differences between the measurement model’s 
covariance matrix and the population covariance matrix (Steiger, 1990).  This value 
decreases, and thus improves, with larger samples.  The Goodness of Fit Index (GFI) also 
analyzed the differences between the hypothetical covariance matrix and the observed 
covariance matrix (Jöreskog & Sörbom, 1982).  The Comparative Fit Index examined 
how well the fit of the model improves with the collected data (Bentler, 1990).  The 
Standardized Root Mean Square Residual (SRMR) used the covariance residuals to 
examine differences between observed and predicted values. The combination of these fit 
indices provided evidence of how well the data aligned with the hypothesized model. 
Lastly, invariance can affect the results of a multi-group CFA.  In short, 
invariance is the principle that the latent constructs and their relationships do not differ as 
a result of extraneous variables.  Construct bias would be a test that is created that 
produces different results for different groups (Kline, 2011).  The goal of measurement 
development is to create measures that measures everyone similarly.  To test for 
invariance, the CFA was run with all of the loadings and variances constrained.  Then the 
model was re-run with the factor variances and covariances allowed to vary.  Then the 
model was re-run with the indicator error variances allowed to differ across groups.  The 
fit indices were reviewed and changes in the model fit results would indicate invariance.  
If the results were invariant then there would be support for construct validity for each of 





the measures.  Construct validity is the correlation between item results and the latent 
construct.  The ultimate test of any tool is to validly measure the area of interest.  This 
study used a variety of methods to ensure these new instruments meet the criteria of both 




























Chapter 3 Results 
The purpose of this research study was to develop measures of the explicit 
attitudes, implicit attitudes, and helping behaviors of licensed staff toward students with 
depression.  Data were collected, aggregated, and screened.  Relationships between the 
items in the measures were assessed to identify non-linear relationships, multicollinearity, 
and multivariate outliers. All items and persons were used for analysis of relationships 
between measures.  Item response theory was used with the explicit attitudes and helping 
behavior measures.  With all measures, a confirmatory factors analysis was completed to 
examine the relationships between the latent constructs examined by these three 
measures.  Additionally, each measure was validated using confirmatory factor analysis.  
Results of the analysis steps are described in this chapter. 
Participants  
This study sought the participation of educators licensed for grades 6-12.  The 
sampling methods used were the snowball method and convenience sampling.  The 
researcher distributed the survey in a single school district via email listserv.  As a district 
employee, this survey was created to support the district’s staff professional 
development.  The school district is located in the western United States and located 
within a metropolitan area.  The listserv included approximately 500 staff.  Staff were 





encouraged to participate in the survey and distribute it to colleagues who fit the 
inclusion criteria.  It is unknown how many staff received the survey, so the completion 
rate is unknown.  The researcher sent follow-up emails to the listserv.  There were 
attempts to have the survey disseminated to a wider district audience, but this was 
rejected.  The researcher also contacted individual colleagues who were asked to 
complete and share the survey.   
There may have been confusion with the initial inclusion criteria. The survey 
began by asking if the participant had an appropriate license and if the participant was an 
employee of the school district.  The school district includes a variety of school types 
including charter schools and their employees are not considered employees of the 
district.  After 10 responses, two participants had responded “No” they did not meet 
inclusion criteria.  The researcher also received an email asking about inclusion criteria 
from a staff member at a charter school.  The researcher changed the inclusion language 
as the intent of the survey was to obtain responses from the staff in all district-authorized 
schools including charter schools.  After this adjustment, only one other participant 
responded that they did not meet eligibility criteria. 
Upon the distribution of the survey, the researcher received responses from many 
colleagues who indicated they were busier during the remote learning period than they 
had ever been previously when students attended in person.  The Covid-19 pandemic had 
closed school buildings and the survey was sent during this closure.  Many educators 
needed to create online lesson plans and deliver content through video conferences.  Most 
staff had limited experience working remotely and so a combination of these forces 





increased their workflow.  Additionally, the district released many new initiatives and 
requirements that increased the responsibilities of school-based staff.  The researcher had 
planned to contact individuals at schools to obtain more responses from their school 
teams, but this plan was scrapped as it became evident a majority of licensed district staff 
faced increased workload.  The survey was closed when the responses stopped.   
Table 2 
 
Sample Demographics     
  Total (N) Percent 
Total Completed 52 54% 
 Did not complete 45 46% 
Job Teacher 5 10% 
 SPED Teacher 6 12% 
 Social Worker 11 21% 
 School Psychologist 14 27% 
 Administrator 5 10% 
 School Nurse 3 6% 
 School Counselor 4 8% 
 Gifted & Talented 1 2% 
 Other 1 2% 
Mental Health Licensed Yes 29 56% 
 No 19 37% 
 In training 2 4% 
Gender Male 7 13% 
 Female 42 81% 
 Other 1 2% 
 No Response 1 2% 
Experience (Years) Range 0-35 - 
 Average 10.7 - 
Depression (self-identify) Yes 13 28% 
 Maybe, not diagnosed 8 17% 
 No 25 53% 
 





The demographics of the collected sample of participants did not reflect the 
demographics of the population of licensed 6-12th grade educators.  The population 
consists of primarily teachers, but this sample was 10% teachers.  In this sample, 56% of 
respondents have or are in the process of obtaining a mental health license and a majority 
of the targeted population does not have this license.  The survey was sent via listserv and 
a majority of these recipients are service providers.  It is presumed the snowball method 
of asking recipients to share the survey link did not produce many additional responses.  
A majority of respondents likely received the survey directly from the researcher.  Nearly 
47% of participants reported symptoms of depression.  Therefore, this sample included a 
higher proportion of individuals with depression than in the general population. 
Participants followed similar completion patterns. They either completed the 
entire survey (54%) or read the description and chose not to respond (46%).  One person 
completed the first measure and stopped.  Few items were missing for those who 
completed the survey.  It is possible the length of the survey dissuaded participants from 
beginning the survey if they felt they did not have time to complete it.  The survey was 
shared during the workday.  
Data Screening  
In order to prepare the dataset for measure development, all variables/items were 
aggregated and screened for inclusion in the dataset.  Missingness was not a problem 
since 50 out of the 52 participants completed all questions.  One participant did not 
proceed beyond the helping behavior measure and one other participant did not answer 
one question in the helping behavior measure.  Too much missing data can affect some 





analyses though Item Response Theory and Confirmatory Factor Analysis are robust for 
this amount of missing data.  This quantity is an acceptable amount of missing data.   
The participants were assessed for multivariate outliers for the explicit attitudes and 
helping behavior measures.  The scores from all the items on the semantic differential 
scale were used for ease of analysis.  Multivariate outliers occur when a person’s 
collective responses indicate an extreme overall score.  This is a problem if the extreme 
scores may not be valid such as when a person selects 1 for all answers.  Another 
example is if a person gets all responses correct or wrong. In either case, the study may 
not want to include such individual responses as the person may fall outside of the target 
demographic.  In this study, only two participants were multivariate outliers on both the 
helping behavior measure and explicit attitudes measure (Appendix A).  It was decided to 
keep these persons because of the low number of responses and also these responses are 
deemed valid. The individuals provided a variety of categorical responses to the items in 
each measure.  The data was reviewed for multicollinearity.  Multicollinearity examines 
the statistical relationships between items.  If two items highly correlate then they might 
be measuring the same concept.  If two items do not correlate then it could indicate the 
items do not measure the same intended latent construct.  In this study, only a few of the 
items correlated (Appendix A).  All items were retained as valid for the purposes of 
measure development. 
Measure Development – Explicit Attitudes Construct – External Control Dimension 
 To begin the measurement development process for the Explicit Attitudes 
measure, the items were split into their subcategories.  Explicit attitudes of staff toward 





students with depression is defined as the beliefs of staff members in regard to how 
depression causes symptoms of depression in students.  The first subcategory that was 
examined was external control.  The subcategory of control refers to whether the external 
cause is controllable or not.  The three pairs for this subcategory are: Controllable-
Uncontrollable (EA4), Under Taylor’s power-Not under Taylor’s power (EA8), and 
Others can regulate-Others cannot regulate (EA12).  Decisions made with the model were 
related to dimensionality, item fit, and invariance with regard to mental health licensure.  
Due to the low sample size and few (3) items no persons or items were removed for the 
analysis.   
 For the dimension of external control, it would be expected that staff with strong 
knowledge would endorse that depression causes low external control.  For this measure, 
the responses indicated licensed staff do not understand how depression is external to the 
sufferer (Appendix B).  For controllability, 54% of persons believed Taylor could control 
the cause, 24% Taylor could not control it, and 23% were unsure.  For Under Taylor’s 
power, 39% believed it was not under Taylor’s power, 33% believed it was under 
Taylor’s power, and 29% were unsure.  For others cannot regulate,  44% were unsure, 
41% believed others cannot regulate, but and 16% believed others could regulate.  The 
rate of unsure responses (23-44%) indicated many staff do not understand how 
depression exerts an external influence over one’s actions.  Future research may consider 















Variance Explained by measure 47.3% 
Variance 1st Contrast (eigenvalue) 1.61 
Observed 28.3% 
Mean Person Fit  
Infit .96 
Outfit .96 
Person Separation   
Real .91 
Model 1.315 
Person Reliability   
Real .45 
Model .57 
Mean Item Fit  
Infit .98 
Outfit .96 
Item Separation   
Real 2.50 
Model 2.54 
Item Reliability   
Real .86 
Model .87 
Cronbach’s Alpha .28 
Item Fit   
EA4 Infit 1.08 
EA4 Outfit 1.04 
EA8 Infit 1.08 
EA8 Outfit 1.04 
EA12 Infit .94 
EA12 Outfit .94 
 





 Overall, the dimension of external control showed evidence of unidimensionality, 
but did not show evidence of reliability (α =.28).  The mean person fit, mean item fit, and 
all item infit/outfit values are acceptable (Linacre, 2020).  The variance explained by the 
measure and the unexplained variance in the first contrast both meet criteria, but the 
observed variance exceeds acceptable criteria  (Linacre, 2020).  The person separation 
value indicates this measure does not separate persons into more than one ability group.  
While this could be a flaw of the measure, these results are likely due to the low sample 
size as well as the similar patterns of responses of the persons.  These results may also be 
due to the low number of items assigned to the external control dimension from previous 
studies (McAuley, Duncan, & Russell, 1992).  Due to the low number of participants, 
there was not a sufficient spread of abilities and thus person separation was not achieved.  
The purpose of measure development in this case is to be able to ascertain who has a 
strong understanding of external control and who has a poor understanding of external 
control.  Tentatively, we can conclude this measure does not reliably measure staff 
understanding of external control as it relates to depression due to the combination of few 
items and low variance in person abilities.  Further research could obtain a larger sample 
to find a greater variety of persons along the ability scale as well as a consideration for 
including more items. 
Figure 11 
Person-Item Map for Explicit Attitudes – External Control Dimension 
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The Person-Item map shows some spread of persons and items, but there is 
restricted range for the items.  A majority of persons fall within 2 SD of the mean which 
means there is not a normal distribution of person abilities.  Ideally, there would be more 
spread among persons across the continuum.  As the previous data indicated, the items all 
fell withing 1 SD of the mean.  With fewer items, it is important for items to sufficiently 
cover the difficulty continuum.  Since the items fell close together, they were unable to 
separate enough of the persons into groups (those with strong or poor attitudes).  While 
IRT is not sample dependent, more persons may lead to more variance and thus more 
separation of these items.  With a quality measure and a representative sample, persons 
would be distributed normally across the ability continuum.  A larger and more 





representative sample and adding more items may potentially provide a normal 
distribution of person abilities with this measure.    
Measure Development – Explicit Attitudes Construct – Locus Dimension 
 The next dimension that was examined was locus.  The subcategory of locus 
refers to whether or not the cause is internal or external to the sufferer.  The three pairs 
for this dimension are: Taylor’s environment-Taylor’s character (EA2), Outside of 
Taylor-Inside of Taylor (EA6), and About Taylor-About the school environment (EA10).  
Decisions made with the model were related to the number of categories for items, 
reasonable dimensionality, item fit, and invariance with regard to mental health licensure.  
Due to the low sample size no persons or items were removed for the analysis.   
 For the dimension of locus, it would be expected that staff with strong knowledge 
would endorse that the locus of depression is outside the sufferer.  For this measure, the 
responses indicated licensed staff do not understand how the locus of depression is 
external to the sufferer(Appendix B).  In this sample, 50% were unsure if depression was 
inside or outside of Taylor, 34% believed it was inside Taylor and 16% believed the 
cause was outside of Taylor.  The other two items found similar poor responses.  For 
character-environment, 79% believed the cause was Taylor character, 14% were unsure, 
and 8% believed it was Taylor’s environment.  For Taylor-school environment, 85% 
believed it is about Taylor, 14% were unsure, and 2% found it about the school 
environment.  These results highlight a major finding: staff mistakenly believe the locus 
of depression is internal to the sufferer.  Considering a majority of the sample held a 
mental health license these results are surprising.  Mental health conditions like 





depression are outside of the sufferer despite the fact the affliction affects them internally.  
Unlike a physical malady like a broken leg, the hidden nature of depression gives others 
virtually no perception of the condition.   
Table 4 
 




Variance Explained by measure 51.9% 
Variance 1st Contrast (eigenvalue) 1.81 
Observed 29.1% 
Mean Person Fit  
Infit .99 
Outfit .98 
Person Separation   
Real .58 
Model .87 
Person Reliability   
Real .25 
Model .43 
Mean Item Fit  
Infit 1.02 
Outfit .98 
Item Separation   
Real 4.17 
Model 4.33 
Item Reliability   
Real .95 
Model .95 
Cronbach’s Alpha .23 
Item Fit   
EA2 Infit .86 
EA2 Outfit .81 
EA6 Infit 1.05 





EA6 Outfit 1.00 
EA10 Infit 1.15 
EA10 Outfit 1.14 
 
 Overall, the measure of the dimension of locus showed evidence of 
unidimensionality but did not show evidence of reliability (α =..23).  The mean person fit, 
mean item fit and all item infit/outfit values are acceptable (Linacre, 2020).  The variance 
explained by the measure and the first contrast’s eigenvalue both meet criteria, but the 
percentage of observed variance (Linacre, 2020).  This may indicate the presence of 
another dimension.  The person separation indicates this measure does not separate 
persons into more than one ability group.  While this could be a flaw of the measure, 
these results are likely due to the low sample size as well as the similar patterns of 
responses of the persons.  These results may also be due to the low number of items 
assigned to the external control dimension from previous studies (McAuley, Duncan, & 
Russell, 1992).  Due to the low number of participants, there was not a sufficient spread 
of abilities and thus person separation was not achieved. The purpose of measure 
development in this case is to be able to ascertain who has strong understanding of locus 
and who has a poor understanding of locus.  Tentatively, we can conclude this measure 
does not reliably measure staff understanding of the locus of depression due to the 
combination of few items and low variance in person abilities.  Further research could 
obtain a larger sample to find a greater variety of persons along the ability scale as well 
as a consideration for including more items.  
 






Person-Item Map for the Explicit Attitudes – Locus Dimension  
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The Person-Item map shows the cluster of persons and poor item spread.  For this 
measure, persons lower on the continuum have a better understanding about locus, but 
only four persons scored below the mean.  A larger and more representative sample 
would produce a more normal distribution of person abilities.  A majority of persons fall 
between 0 and +2 SD of the mean which means the abilities of this sample is not 
normally distributed.  With fewer items, it is important for items to sufficiently cover the 
difficulty continuum.  A majority of persons showed low ability on this measure.  This 





map indicates low person separation.  The items were not normally distributed and did 
not have sufficient difference in difficulty to create person separation.  One item was at 
+1 SD while the other two were between 0 and -1 SD below the mean.  Ideally, the items 
would have greater spread across this continuum to produce better separation of person 
abilities.  While IRT is not sample dependent, more persons may lead to more variance 
and thus more separation of these items.  With a quality measure and a representative 
sample, persons would be distributed normally across the ability continuum.  A larger 
and more representative sample and adding more items may potentially provide a normal 
distribution of person abilities with this measure.    
Measure Development – Explicit Attitudes Construct – Personal Control Dimension 
 The next dimension to be examined is personal control.  The subcategory of 
personal control refers to whether the cause is controllable by the suffered or not.  The 
three pairs for this dimension are: Manageable-Not manageable (EA1), Taylor can 
regulate-Taylor cannot regulate (EA5), and Fixable-Unfixable (EA9).  Decisions made 
with this personal control dimension were related to dimensionality, item fit, and 
invariance with regard to mental health licensure.  Due to the low sample size no persons 
were removed and due to few (3) items no items were removed for the analysis.   
 For the dimension of personal control, it would be expected that staff would 
endorse that depression causes low personal control on these items.  For this measure, the 
responses indicated licensed staff do not understand how depression impacts personal 
control (Appendix B).  For manageability, 57% believed Taylor can manage, 35% were 
unsure and 8% believed Taylor could not manage.  For regulatable, 40% believed Taylor 





could regulate, 33% were unsure, and only 27% believed it was not regulatable.  
Similarly, 50% were unsure if the cause was fixable, 33% believed it was fixable, and 
18% believed the cause was unfixable.  These results are surprising because while few 
respondents believed the cause was due to Taylor’s character (8%) many did believe it 
was about Taylor (33%).  Additionally, the high rate of unsure responses (33-50%) on all 
three items indicate low knowledge on how depression impacts one’s personal control.  
Symptoms of depression may be controllable through a combination of medication and 








Variance Explained by measure 49.3% 
Variance 1st Contrast (eigenvalue) 1.86 
Observed 31.4% 
Mean Person Fit  
Infit 1.00 
Outfit .99 
Person Separation   
Real .63 
Model .90 
Person Reliability   
Real .29 
Model .45 
Mean Item Fit  
Infit 1.00 
Outfit .99 
Item Separation   







Item Reliability   
Real .93 
Model .94 
Cronbach’s Alpha .19 
Item Fit   
EA1 Infit .95 
EA1 Outfit .91 
EA5 Infit 1.38 
EA5 Outfit 1.40 
EA9 Infit .66 
EA9 Outfit .67 
 
 Overall, the dimension of personal control showed evidence of unidimensionality, 
but did not show evidence of reliability (α =..19).  The mean person fit, mean item fit and 
all item infit/outfit values are acceptable (Linacre, 2020).  The variance explained by the 
measure and the first contrast’s eigenvalue both meet criteria, but the percentage of 
observed variance do not meet criteria (Linacre, 2020).  The person separation indicates 
this measure does not separate persons into more than one ability group.  While this could 
be a flaw of the measure, these results are likely due to the low sample size as well as the 
similar patterns of responses from the persons.  These results may also be due to the low 
number of items assigned to the personal control dimension (McAuley, Duncan, & 
Russell, 1992).  Due to the low number of participants, there was not a sufficient spread 
of abilities and thus person separation was not achieved.  The purpose of measure 
development in this case is to be able to ascertain who has strong understanding of 
personal control and who has a poor understanding of personal control.  Tentatively, we 





can conclude this measure does not reliably measure staff understanding of personal 
control as it relates to depression due to the combination of few items and low variance in 
person abilities.  Further research could obtain a larger sample to find a greater variety of 
persons along the ability scale as well as a consideration for including more items. 
Figure 13 
Person-Item Map for Explicit Attitudes - Personal Control Dimension 
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The Person-Item map shows some the persons scored better on this scale the other 
measures, but two out of the three items overlapped.  For these items, persons responded 
similarly and thus these two items do not separate persons by ability (Linacre, 2020).  
The persons who scored well appear lower on the scale, but none of the items are below -
1 SD below the mean.  This result explains why the items in the measure failed to 





separate person abilities.  The overlapping items did not function as expected.  
Additionally, no person scored over +1 SD above the mean.  Ideally, persons would be 
distributed normally across the ability continuum.  A larger and more representative 
sample and adding more items may potentially provide a normal distribution of person 
abilities with this measure.    
Measure Development – Explicit Attitudes – Stability Dimension 
 The last category to be examined is stability.  The subcategory of stability refers 
to whether the cause changes or varies over time.  The three items of this measure are: 
Permanent-Temporary, Unstable over time-Stable over time, and Changeable-
Unchangeable. Decisions made with the model were related to the number of categories 
for items, reasonable dimensionality, item fit, and invariance with regard to mental health 
licensure.  Due to the low sample size no persons or items were removed for the analysis.   
 For the dimension of stability, it would be expected staff would endorse the cause 
(depression) as constant over time.  For this measure, the responses indicated licensed 
staff do not understand the stability of depression over time (Appendix B).  For 
permanence, 88% believed depression is temporary, 19% were unsure, and 2% believed 
depression as more permanent.  For stability over time, 40% were unsure, 39% believed 
depression is unstable over time, and 25% believe it as stable over time.  For 
changeability, 72% believed depression is changeable, 6% were unsure and only 2% 
believed it was unchangeable over time.  With intensive intervention and medication, the 
symptoms of depression can be temporary  and can change, but the depression itself is a 
constant. 










Variance Explained by measure 61.4% 
Variance 1st Contrast (eigenvalue) 1.87 
Observed 24.1% 
Mean Person Fit  
Infit 1.04 
Outfit 1.03 
Person Separation   
Real .39 
Model .81 
Person Reliability   
Real .13 
Model .40 
Mean Item Fit  
Infit .97 
Outfit 1.03 
Item Separation   
Real 5.84 
Model 6.14 
Item Reliability   
Real .97 
Model .97 
Cronbach’s Alpha .18 
Item Fit   
EA3 Infit 1.17 
EA3 Outfit 1.30 
EA7 Infit 1.17 
EA7 Outfit 1.22 
EA11 Infit .58 
EA11 Outfit .57 
 





 Overall, the Explicit Attitudes measure showed evidence of unidimensionality, 
but did not show evidence of reliability (α = .18).  The mean person fit, mean item fit, 
and all item infit/outfit values are acceptable (Linacre, 2020).  The variance explained by 
the measure and the first contrast’s eigenvalue meets criteria, but as the percentage of 
observed variance does not (Linacre, 2020).  The person separation indicates this measure 
does not separate persons into more than one ability group.  While this could be a flaw of 
the measure, these results are likely due to the low sample size as well as the similar 
patterns of responses of the persons on this measure.  These results may also be due to the 
low number of items assigned to the external control dimension from previous studies 
(McAuley, Duncan, & Russell, 1992).  Due to the low number of participants, there was 
not a sufficient spread of abilities and thus person separation was not achieved.  The 
purpose of measure development in this case is to be able to ascertain who has strong 
understanding of the stability of depression over time and who has low understanding of 
the stability of depression over time.  Tentatively, we can conclude this measure does not 
reliably measure staff understanding of the stability of depression due to the combination 
of few items and low variance in person abilities.  Further research could obtain a larger 
sample to find a greater variety of persons along the ability scale as well as a 
consideration for including more items.  
Figure 14 
Person-Item Map for Explicit Attitudes – Stability Dimension 
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The Person-Item map shows the cluster of persons and a non-normal distribution 
of items.  A majority of persons fall above the mean so the abilities of persons in this 
sample are not normally distributed.  Two of the items fell below the mean on the 
difficulty continuum and few persons were at the ability level of these items.  These 
results indicate these items do not separate person abilities very well because, so few 
persons scored at that level.  This indicates a problem with items but can also be 
attributed to the non-normally distributed abilities of the persons.  While IRT is not 
sample dependent, more persons may lead to more variance and thus more separation of 
these items.  With a quality measure and a representative sample, persons would be 
distributed normally across the ability continuum.  A larger and more representative 
sample and adding more items may potentially provide a normal distribution of person 
abilities with this measure. 





Measure Development – Helping Behavior Measure 
 To begin the measurement development process for the Helping Behavior 
measure, all items were included for review.  Helping behavior is defined as the level of 
willingness a staff member is to provide or agree to provide a student.  Decisions made 
with the model were related to the number of categories for items, reasonable 
dimensionality, item fit, and invariance with regard to mental health licensure.  Due to 
the low sample size no persons or items were removed for the analysis.   
 For the latent construct of helping behavior, it would be expected staff would 
have high helping behavior.  For this measure, the responses indicated staff have high 
levels of helping behavior (Appendix B).  A majority of staff (96%) would frequently 
listen to Taylor and allow Taylor to access a trusted adult upon request.  A majority 
would also agree to frequent mental health services (85%) and speak with Taylor’s 
guardians (79%).  Respondents agreed to provide Taylor access to missed teacher 
instruction frequently (67%) or occasionally (25%) and give Taylor the ability to leave 
class occasionally (62%) and frequently (17%).  A majority would never provide 
consequences for missing work (58%) or not likely provide consequences (37%).  These 
results indicate most staff would be willing to provide or agree to provide what 
accommodations and services the student would need due to depression.  As for 
consequences for being off task, 52% were not sure, but would consider it, 33% would 
not likely provide them, and 14% would never.  A majority of the respondents indicated 
they would give Taylor advice occasionally (37%) or frequently (42%).  Overall, this 
sample endorsed a willingness to provide a majority of these supports.   





Though there was not a true neutral option, a majority of respondents were not 
sure about providing extra time to complete classwork (33%) or consequences for being 
off task (52%).  For extra time for classwork, some said rarely (29%), some said not 
likely (16%), some said occasionally (14%) and other said frequently (4%) or never 
(4%).  The responses to this question might not align with the other responses because 
many of the other supports may require the student to spend time out of class and 
additionally the ability to focus is a common symptom of depression.  These responses 
suggest most licensed staff are willing to provide or agree to provide accommodations for 
symptoms of depression though some are not sure if a student may require negative 
consequences for a common symptom of depression.    
Table 7 
 




Variance Explained by measure 80.2% 
Variance 1st Contrast (eigenvalue) 2.00 
Observed 4% 
Mean Person Fit  
Infit .99 
Outfit 1.09 
Person Separation   
Real .07 
Model .56 
Person Reliability   
Real .00 
Model .24 
Mean Item Fit  
Infit 1.25 






Item Separation   
Real 5.35 
Model 6.14 
Item Reliability   
Real .97 
Model .97 
Cronbach’s Alpha .19 
 
 Overall, the Helping Behavior measure showed evidence of unidimensionality, 
but did not show evidence of reliability (α =..19).  The mean person fit and mean item fit 
values are acceptable (Linacre, 2020).  The variance explained by the measure, the first 
contrast’s eigenvalue, and the percentage of observed variance all meet criteria (Linacre, 
2020).  The person separation indicates this measure does not separate persons into more 
than one ability group.  While this could be a flaw of the measure, these results are likely 
due to the low sample size as well as the similar patterns of responses of the persons on 
this measure.  Due to the low number of participants, there was not a sufficient spread of 
abilities and thus person separation was not achieved.  The purpose of measure 
development in this case is to be able to ascertain who is willing to provide supports to 
students with depression and who might be less willing.  Tentatively, we can conclude 
this measure does not reliably measure staff helping behavior due to the combination of 
few items and low variance in person abilities.  Further research could obtain a larger 
sample to find a greater variety of persons along the ability scale.    
 
 






Fit Statistics for Helping Behavior Items 
Item Fit   
HB1 Infit 1.03 
HB1 Outfit .96 
HB2 Infit 1.04 
HB2 Outfit 1.11 
HB3 Infit .71 
HB3 Outfit .74 
HB4 Infit .75 
HB4 Outfit .76 
HB5 Infit 1.64 
HB5 Outfit 1.45 
HB6 Infit .96 
HB6 Outfit .85 
HB7 Infit 2.60 
HB7 Outfit 1.33 
HB8 Infit 1.45 
HB8 Outfit 1.05 
HB9 Infit 1.30 
HB9 Outfit 1.51 
HB10 Infit .97 
HB10 Outfit 1.20 
 
 For individual items, several did not meet the infit and outfit criteria (Table 8).  
HB9 did not meet the outfit criteria.  The outfit measures “unexpected behavior by 
persons on items far from the person's measure level” (Linacre, 2020, p. 375).  Though 
the measure did not separate all persons into different ability levels, some responded 
unusually. For item HB9, persons 10, 47, 51, 63, 95, and 92 responded differently than 
was predicted by the model.  Despite this evidence, none if the items or persons were 
removed from analysis due to the small sample size though it is probable the removal of 





non-fitting persons would improve the fit statistics.  As was discussed with the prior 
measures, the small number of persons and non-representative sample may have 
contributed to these measurement problems.  A larger sample size would make it easier to 
drop persons since a larger sample size would likely improve the distribution of person 
abilities. 
Neither items HB5 nor HB7 met the infit criteria.  The infit “is more sensitive to 
unexpected behavior affecting responses to items near the person's measure level” 
(Linacre, 2020, p. 374).  For item HB5, persons 45 and 69 responded differently than was 
predicted by the model.  For item HB7, persons 10, 44, 50, and 91 responded differently 
than was predicted by the model.  Despite this evidence, none if the items or persons 
were removed from analysis due to the small sample size though it is probable the 
removal of non-fitting persons would improve the fit statistics.   
Figure 15 
Person-Item Map for Helping Behavior 
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 The Person-Item map indicates several items overlap and the person abilities are 
not normally distributed.  Items HB1 and HB6 and items HB7 and HB9 fell on the same  
level of the difficulty scale.  Persons responded similarly and thus these two items do not 
separate persons by ability (Linacre, 2020).  The variable map verifies the finding that 
these items did not separate person abilities.  All persons fell between 0 and +3 SD above 
the mean.  The person abilities did not fall in a normal distribution due to the small 
sample size and similar response patterns from persons.  There were seven items that fell 
at or below the mean and these items did not separate any of the person abilities since 
none of the person abilities aligned with the difficulty of these items. These results 
indicate this sample did not match the difficulty of the scale.  The items at or below the 
mean were very easy and so many of the persons fell above the mean and their abilities 
are strong because of the ease of the items.  Future research would capture a larger 
sample as well as consider the addition of more difficult items and the merging of some 
of the current items. 
DIF for External Attitudes Items  
An important attribute for any measure is that the items are invariant.  An 
invariant item does not change in difficulty when presented to different person groups.  In 
this study, there is potential for participants who possess a mental health license to score 





differently than individuals who do not possess this license.  Individuals with this license 
may have more insight regarding how depression affects the causes of student actions.  
Invariance was assessed using t-tests evaluated at the < 0.01 significance level. Items 
were considered to fail invariance if p < 0.01 and the differential item function (DIF) 
contrast was greater than |.64| (Bond & Fox, 2007).  
Table 9 










EA1 0 1 0.71 4.61 0.03 
EA2 0 1 -0.24 0.23 0.63 
EA3 0 1 -0.07 0.07 0.80 
EA4 0 1 -0.17 0.02 0.89 
EA5 0 1 -0.73 2.80 0.09 
EA6 0 1 0.50 3.65 0.06 
EA7 0 1 0.13 0.50 0.48 
EA8 0 1 -0.16 0.79 0.38 
EA9 0 1 -0.02 0.45 0.50 
EA10 0 1 -0.58 3.49 0.06 
EA11 0 1 -0.11 0.61 0.43 
EA12 0 1 0.37 0.48 0.49 
 
None of the 12 items had a statistically significant difference in item functioning.  
From a measurement perspective, this means all items in the main construct of explicit 
attitudes are invariant.  These results indicate staff with a mental health license did not 
respond any differently than staff without this license.  While these results indicate the 
measure functioned as hypothesized, they also show that those with a mental health 





license do not have different or better explicit attitudes compared to other staff in 
understanding how depression causes one’s behavior.   
DIF for Helping Behavior Items  
An important attribute for any measure is that the items are invariant.  An 
invariant item does not change in difficulty when presented to different person groups.  In 
this study, there is potential for participants who possess a mental health license to score 
differently than individuals who do not possess this license.  Individuals with this license 
may be more willing to provide or agree to provide supports for students with depression.  
Invariance was assessed using t-tests evaluated at the < 0.01 significance level. Items 
were considered to fail invariance if p < 0.01 and the differential item function (DIF) 
contrast was greater than |.64| (Bond & Fox, 2007).  
Table 10 










HB1 0 1 0.06 0.71 0.40 
HB2 0 1 0.13 0.50 0.48 
HB3 0 1 -0.12 1.36 0.24 
HB4 0 1 -0.49 2.02 0.16 
HB5 0 1 1.21 1.00 0.31 
HB6 0 1 0.00 0.06 0.80 
HB7 0 1 1.52 1.47 0.23 
HB8 0 1 -0.32 0.18 0.67 
HB9 0 1 0.50 1.05 0.31 
HB10 0 1 -1.40 2.61 0.11 






None of the 10 items had a statistically significant difference in item functioning.  
From a measurement perspective, this means all items in the latent construct of helping 
behavior are invariant.  These results indicate staff with a mental health license did not 
respond any differently than staff without this license.  These results indicate the measure 
functioned as hypothesized.  Staff with mental health licenses would not provide or agree 
to provide any of these supports at a different rate than those who do not have a mental 
health license.  
Measure Development – Implicit Association Test 
 For the implicit association test, participants completed a survey-software IAT 
comparing words associated to a student with depression compared to a student who 
exhibits behavior opposite of the symptoms.  This tool targeted the latent construct of the 
subconscious associations staff make regarding students who exhibit symptoms of 
depression versus students who exhibit behaviors opposite to the symptoms of 
depression.  These categories were paired with words associated with good-bad 
categories.  Respondents were given a word on the screen and then asked to categorize 
the word quickly.  For example, the categories for one sequence would be typical-good 
and depression-bad.  The next sequence, the categories would change typical-bad- and 
depression-good.  The differences in response times are hypothesized to indicate a 
potential bias or difference in associations.  This measure is designed to help us 
understand the implicit associations of school staff.  It will also help with understanding 
the relationship between staff implicit associations and their helping behavior. 





Overall, 51 participants completed the IAT.  Eight responses were removed from 
the analysis due to an overly slow or quick response.  When a respondent clicks buttons 
too quickly, then this is not a valid measure of their implicit associations.  Similarly, if a 
participant is distracted and takes too long to respond then their full response is 
invalidated. The drop rate (16%) is consistent with prior studies (Carpenter et al., 2018).  
 To find evidence of validity, the IAT should detect an effect, correlate with 
explicit measures, be sound psychometrically, and produce results comparable to 
previous IATs (Carpenter et al., 2018).  The collected responses were run through the 
Shiny app for analyses (Carpenter et al., 2018). For this IAT, there was a large effect size 
between the response times of various groups, t(42) = -22.56, p < .001, d = -3.44.  These 
results indicate participants responded more quickly to the words in the typical-good or 
depression-bad categories than depression-good or typical-bad categories.  A large effect 
size means the differences in response times were substantial.  This evidence supports 
validity as a difference was detected in person response times.  As is discussed later 
(Figure 16), the results of the IAT do not correlate (p > .05) with any of the explicit 
attitude dimensions.  However, these results were expected because the items differ 
between the implicit and explicit measures.  This new measure exhibited evidence of 
reliability, α. = .74, similar to prior studies (Hoffman, Gawronski, Gscwendner, Le, & 
Schmitt, 2005).  This is psychometric evidence of the measure working as intended and 
expected.  However, these findings differ from the Montieth and Pettit (2011) study that 
found no difference between the implicit associations for participants in categorizing 
individuals with depression compared to those with a physical disability.  In a school 





setting, students with depression have behaviors that contrast with typical peers and so 
this measure sought to capture if staff implicit associations differ across students.   Prior 
studies sought additional evidence of reliability by splitting the sample and testing the 
reliability of the two groups, but due to the low sample size this step was not possible.  
While this result differs from a prior study, this result was expected given the difference 
between the categories and items used.  Overall, this measure meets the requirements of 
empirical validity.  
Confirmatory Factor Analysis 
 To answer the first research question, a confirmatory factor analysis (CFA) model 
was created to examine the relationships between the cumulative factors.  The model was 
examined for model fit using the chi-square goodness-of-fit index, comparative fit index 
(CFI), root mean error of approximation (RMSEA), and Akaike Information Criterion 
(AIC).  Good model fit does not verify the model as the best, but confirms the 
hypothesized model works with the collected data as predicted (Kline, 2011).  Each of the 
fit indices examine various statistical patterns of the model so their collective use helps 
with a more thorough analysis of the model.   
 The first research question asked: Does the latent construct of explicit attitudes 
(EA) (with dimensions of locus, personal control, external control, and stability) and 
implicit associations (IA) of staff toward students with emotional disabilities predict the 
measure of the latent construct of staff helping behavior toward students with emotional 
disabilities (SHESED)?  The model used the logit positions of persons for the four 
dimensions of EA that predicted the latent factor of explicit.  The model also used the 





logit positions of persons for the SHESED.  The effect sizes from the implicit association 
test were included as an observed variable.  In this model, the latent construct of EA and 
the observed variable of IA predict the endogenous variable of SHESED.   
 The model also includes unobserved variance variables for EA and SHESED.  
Specification errors are the result of missing predictors of the endogenous variables.  
These missing predictors are included in the error terms.  The error terms will include 
additional measurement error contributing to unreliability of the measures.  Since the 
various sources of this variance is unknown, the sources cannot be accurately measured 
independently.   
 Figure 16 provides the CFA results of the CFA model.  Circles represent latent 
variables that have not been measured directly.  Rectangles represent the results from 
observed items or measures.  The presence of a line between variables indicates a 
















Explicit Attitudes and Implicit Associations Predicting Helping Behavior CFA Model  
 
The fit statistics did not support the hypothesis that the data fit this model, χ² (1, N 
= 44) = 66.50, p < .001, RMSEA = .84, CFI = .00, AIC = 118.50.  The sample size may 
affect this model, but it is possible the hypothesized model does work with these 
measures.  For the chi-square test, the observed data modeled differed significantly from 





a perfectly fitting model.  This hypothesis was rejected as the data from this study 
differed significantly from the perfect model.  The only index that indicated the data fit 
the model was RMSEA and it takes sample size into account, so this is a promising 
result.  Thus, future research should obtain more participants that could improve model 
fit.   
Due to the poor model fit, the following analyses should not be considered 
substantive and should be considered speculative.  The regression weights were examined 
for the relationships between variables.  The dimensions stability (unstandardized 
coefficient = -.53, p = .003) and personal control (unstandardized coefficient = -.44, p = 
.026) had statistically significant relationships with the latent factor explicit attitudes.  
These coefficients were negative which means the more one endorsed stability or 
personal control, the lower their overall explicit attitudes. Locus (unstandardized 
coefficient = .14, p = .495) did not predict explicit attitudes and external control was not 
estimated in the model.  As hypothesized, the IAT did predict helping behavior 
(unstandardized coefficient = -1.35, p = .009).  Though there was a hypothesized 
relationship, the negative coefficient suggests persons who responded with more helping 
behavior would have exhibited more negative implicit associations.  As hypothesized, the 
IAT did not covary with stability (unstandardized coefficient = -.04, p = .33), personal 
control (unstandardized coefficient = -.01, p = .85), locus (unstandardized coefficient = -
.04, p = .33), or external control (unstandardized coefficient = .06, p = .17).  There were 
statistically significant covariances between personal control-locus (unstandardized 
coefficient = .38, p = .001), stability-locus (unstandardized coefficient = .37, p = .004), 





and stability-external control (unstandardized coefficient = .34, p = .007).  There were not 
statistically significant relationships between personal control-stability (unstandardized 
coefficient = .06, p = .60), personal control-external control (unstandardized coefficient = 
.18, p = .10), or locus-external control (unstandardized coefficient = .22, p = .07).  The 
negligible covariances between all of the explicit attitude dimensions likely contributed 


























Chapter 4 Discussion 
Summary of Findings  
Prior to a discussion of the research questions, it is necessary to discuss the most 
important findings.  The results of the implicit association test found a large negative 
effect size and showed evidence of reliability.  These findings suggest licensed educators 
associate symptoms of depression as bad and do not associate them with good.  
Therefore, when staff observe a student’s depressive symptoms they may initially 
respond in a negative way.  For students with depression, this finding could support why 
students with serious emotional disabilities face higher rates of suspension and expulsion 
than their peers.  Implicit beliefs are more ingrained in the human psyche, so they are 
more difficult to modify, but ongoing training is needed for staff to help them understand 
the symptoms of depression and likely other mental health conditions. 
At this time these results are not generalizable due to the low sample size and 
limited evidence of reliability.  However, this initial evidence of a reliable tool supports 
future use and exploration.  Further research can use this tool and apply it to a wider 
audience in hopes of finding further evidence of reliability.  This measure also predicted 
helping behavior though there was a negative relationship that indicated individuals with 
lower implicit associations had higher helping behavior.  This finding would be expected 





so it is important to improve one’s implicit attitudes because it may also increase their 
likelihood to provide or agree to provide helping supports. 
While none of the measures of the subcategories of explicit attitudes displayed 
much evidence of reliability, the results of individual items provide insight for how staff 
understand the nature of depression and its symptoms.  The middle point was the top 
response in seven of the 12 items.  For more than half of the items staff were unsure 
which of the two words or phrases best explained the cause of symptoms.  A majority of 
this sample held a mental health license and disproportionately suffered from depression, 
but the DIF analysis indicated they did not respond differently from those without this 
license.  Based on its demographics this sample should have had a better understanding 
of depression and its symptoms. 
For personal control items, the results indicated staff are unsure about how a 
student can control their symptoms.  The majority responded the cause was not 
manageable (57%) though many were unsure (35%).  Research on depression indicates it 
is not manageable, so the majority responded well.  However, many also believed Taylor 
could regulate the cause (40%), while some were unsure (33%), and others believed 
Taylor could not regulate (27%).  Research on depression indicates it cannot be regulated 
easily.  If staff expect students with depression to regulate their condition then this a lofty 
expectation.   As for fixability, half were unsure, many believed it as fixable (33%), and 
few believed it as unfixable (18%).  Research indicates individuals with depression will 
have this condition for life, so it is not fixable.  Personal control is an important 





dimension regarding staff attitudes and these results indicate many staff are unsure (33-
50%) about how much personal control a student has over their depression. 
For locus items, there was a mix of responses. For character-environment, the 
majority believed it was due to Taylor’s character (79%), though some were unsure 
(14%), and few believed it was due to the school environment (6%).  Similarly, many 
believed it was about Taylor (85%), though few were unsure (14%) and fewer believed it 
was about the school environment (2%).  The third item found half were unsure if it was 
inside or outside of Taylor while some believed it was inside of Taylor (34%) and the rest 
believed it was outside Taylor (18%).  Research on mental health conditions indicates 
that the condition is external to the sufferer.  This is difficult for some to comprehend 
because mental health conditions are internal by nature.  However, the cause of mental 
health symptoms is external to the sufferer.  If an individual suffered two broken legs in 
an accident then the person’s inability to walk is no fault of the individual.  This sample 
was either unsure or did not endorse that the cause was external to the sufferer.   
For external control items, again many participants were unsure about how 
depression exerts an external pressure on sufferers.  Many were unsure if others could or 
could not regulate depression (44%) though many believed others could (41%) and few 
believed others could not (16%).  For controllability, many believed it was not 
controllable (54%), others believed it was controllable (24%), and some were unsure 
(23%).  For under Taylor’s power, many believed it was not under Taylor’s power (39%), 
others believed it was (33%) and some were unsure (29%).  Research on depression 
indicates depression is external to the sufferer.  A majority of this sample of licensed 





educators were either unsure about control or endorsed the student could control the 
cause of symptoms. 
For stability items, each item had different patterns of responses.  For stability 
over time, many were unsure (40%), some believed it to be unstable over time, and few 
believed the cause as stable over time (25%).  The other two items showed similar 
beliefs.  For changeability, a majority believed the cause as changeable (92%), while few 
were unsure (6%) or believe it was not changeable (2%).  For permanent-temporary, a 
majority believed the cause as temporary (88%) while some were unsure (19%) and few 
believed it to be permanent (2%).  Research on depression indicates the condition is 
permanent, but this sample did not align with the science on depression.  Overall, the 
results from these 12 items seem to indicate that licensed staff do not understand the 
nature of depression.  All of these measures lacked evidence of reliability, but the 
information obtained from the individual items provides valuable insight.  Professional 
development is needed to help staff understand how depression is not something 
temporary, fixable, or easy to control.  
Research Question 1: Does the latent construct of explicit attitudes (EA) (with 
dimensions of locus, personal control, external control, and 
stability) and implicit associations (IA) of staff toward 
students with emotional disabilities predict the measure of 
the latent construct of staff helping behavior toward 
students with emotional disabilities (SHESED)? 





Hypothesis 1: The dimensions of EA and SHESED will be invariant 
between staff with mental health certification and/or special 
education licensure versus those without these credentials. 
Hypothesis 2: There is a positive correlation between 1) the latent 
construct of explicit attitudes (EA) (with dimensions of 
locus, personal control, external control, and stability) and 
the measure of the latent construct of SHESED and 2) the 
construct of implicit associations (IA) and the measure of 
the latent construct of SHESED. 
The first research question asked if the constructs of explicit staff attitudes and 
implicit associations of staff toward students with emotional disabilities predicted the 
construct of helping behavior.  The data from this sample did not fit the CFA model so 
for now the answer to this question is no.  The problems with this model started with the 
measures themselves since the IRT results indicated the tools lacked sufficient evidence 
of reliability.  The results of the IAT showed evidence of reliability, but the explicit 
attitudes and helping behavior measures did not.  The small sample size and the inability 
of the items to separate persons into different ability levels led to negligible reliability of 
the explicit attitude dimensions.  This is a disappointing result given a majority of the 
participants held a mental health license.  There was potential that those with this license 
would respond differently than staff who did not have a mental health license.  The 
measures were all invariant across those with and those without a mental health license.  
The helping behavior measure did not perform as expected and produced low evidence of 





reliability.  This measure did not include items with sufficient difficulty that could 
discriminate various abilities between persons.  Overall, most persons scored highly, and 
this leads to low reliability if the measure does not include items with varying degrees of 
difficulty.   
Research question 2: Do the measures of EA, IA, and SHSED evidence adequate 
reliability, construct validity, dimensionality, model fit and 
be invariant between staff with mental health certification 
and/or special education licensure versus those without 
these credentials? 
 The second research question asked if the explicit attitudes dimensions, IAT, and 
helping behavior measures provided evidence of reliability, validity and 
unidimensionality.  The explicit attitudes measures and the helping behavior measure 
showed evidence of unidimensionality.  These findings support the hypothesis that they 
would be unidimensional.  Each of the measures only measure a single dimension which 
suggests they each measure a single construct.  However, none of these measures showed 
evidence of reliability.  The reliability of the explicit attitudes dimensions (α. =.18-.28) 
were below the thresholds.  The reliability of the helping behavior measure (α. =.19) was 
also below the necessary threshold.  These values indicate none of the measure are 
reliable, but further research with a more representative sample may improve the tool’s 
reliability.  The reliability of the IAT (α. =.74) did meet the threshold.  This finding 
supports further use of this measure.  The cumulative data from this study did not fit the 
hypothesized CFA model.  However, items were invariant across those with mental 





health licenses and those without a license.  While the goal of measure development is to 
create tools where certain persons do not score differently than others based on a 
demographic feature these results indicate those with mental health licenses did not 
respond any differently than those who do not hold this license to the items in this study.  
Limitations  
 Several external events limited the execution of this study.  The onset of the 
Covid-19 pandemic and the social distancing requirements forced the school district into 
remote learning.  This change required administrators, teachers, and service providers to 
create a new virtual learning environment for all students.  During the data collection 
window, the district began opening buildings to younger grades and this transition 
increased the workload and stress for staff and may have contributed to a lower response 
rate.  Many staff licensed for grades 6-12 work with grades K-5 as well. Feedback from 
those who received the survey shared that their workload had increased during remote 
learning and that completing the survey would delay other work.  The researcher was 
prepared to email specific schools for more responses but decided against this approach 
given the feedback and the overall environment.  The researcher did attempt to share the 
survey via teacher and leader digital newsletters, but these requests were rejected.  The 
data collection process ceased when responses ceased as the emergency situation remains 
indefinite.  While the proposal occurred after the start of the pandemic, its impact on the 
well-being of licensed staff were underestimated at that time.  The pandemic has created 
significant disruptions in the lives of staff, students, and families alike. 





 The lower number of responses limited the power needed for analysis.  Statistical 
power is the probability of rejecting the null hypothesis if there is an effect to be found.  
A research study using data analysis techniques requires a sufficient sample size to 
ensure sufficient power.  It is recommended structural equation models have a 20:1 ratio 
of sample size to parameter estimated (Kline, 2011).  The researcher was going to attempt 
a variety of methods to obtain a larger sample size, but many did not occur due to the 
unforeseen impact of the pandemic on the well-being of staff.  Due to the limited 
responses, the results of this study are more limited because even if some of the 
relationships may have been significant and the lack of power may have produced non-
significant results on other relationships.  The small sample size and their relatively 
homogenous responses led to lower reliabilities in each of the measures (except the IAT).  
A larger and more representative sample would lead to more variance in responses and 
therefore produce better reliability. 
 Another limitation was due to the distribution of the survey directly and primarily 
to service providers.  Therefore, a majority of participants were service providers.  A 
snowball method was used to obtain more responses and therefore the exact response rate 
is unknown.  The researcher distributed the survey via email to a list serve and recipients 
were asked to forward the survey to others. Overall, teachers make up the majority of 
school staff while service providers and administrators are the minority.  The researcher 
did not have direct access to teachers or administrators.  Based on the demographics of 
this sample it is likely the majority of participants received the survey directly from the 
researcher and fewer staff completed the survey if they received it secondhand.  Few 





teachers and fewer administrators completed the survey.  This survey did not obtain a 
representative sample of the intended population of all licensed educators for grades 6-
12.   
 Another limitation was due to the tools used to create the measures.  Previous 
surveys that measured explicit attitudes toward vulnerable groups such as students with 
emotional disabilities found respondents may lie and provide socially acceptable answers 
(Fazio, Sanbonmatsu, Powell, & Kardes, 1986).  This problem may occur even during 
anonymous surveys such as this one.  Additionally, the IAT is susceptible to manipulated 
responses. When participants respond instantly their responses are removed. Individuals 
who have taken an IAT before may try to manipulate their response times if they know 
how their scores are calculated and this is difficult to detect with general analysis.  It is 
probable these effects had a limited impact on this study, but they are worth noting. 
 Another limitation is that the measure of helping behavior may not be predictive 
of actual behavior toward a student with an emotional disability.  These items and the 
measure itself serve as a proxy for their actual actions.  The responses obtained in this 
survey were in response to a single vignette.  In real world situations students with 
emotional disabilities experience varying degrees of symptoms and thus each situation 
would present different challenges for the staff involved.  The items on the helping 
behavior measure consisted of several common ways in which students are supported or 
punished, but there are an endless number of potential scenarios and thus staff responses.  
This survey provided evidence of how staff would respond or react to common symptoms 
for a student with depression, but a survey response may differ from their real-world 





response. In the moment if other students or staff observing the situation then a staff 
member may react differently than how they responded on the survey.  Overall, these 
limitations reduce the generalizability of these findings. 
Implications 
 Though most measures in this study did not have evidence of reliability, the 
individual items and the results of the IAT gave insight into how staff view students with 
depression.  For the explicit attitudes items, these results indicate do not understand the 
nature of depression.  For the IAT, these results suggest staff associate symptoms of 
depression with bad.  These findings suggest that licensed educators have poor mental 
health literacy.  Attribution theory suggests that if staff believe the student can control 
their symptoms then staff is less likely to provide support.  Though the data did not fit the 
CFA model, this theory was partially confirmed as there was a significant relationship 
between the IAT and helping behavior.   
It is no surprise then that the most important recommendation is targeted mental 
health training for all staff.  Section 504 school coordinators, special education teachers, 
and service providers play an important role in identifying the identification and 
evaluation of students with disabilities so the mental health training can be included in 
their on-going professional development.  Training for service providers should focus on 
how mental health conditions exert external pressures on students and that symptoms are 
not easily controlled.  Training for teachers and administrators should focus on how to 
identify symptoms and how to respond because it is more difficult to support a student 
when their behavior escalates into a crisis. All of these professional development sessions 





should provide awareness of how emotional disabilities are caused, how they affect 
students, and how they impact a student’s behavior of affect.  Similarly, undergraduate 
educator preparation programs must include information regarding mental health.  
Suspension and expulsion data for students with emotional disabilities show disparate 
outcomes.  The findings from this study show some evidence that staff attitudes may 
contribute to these outcomes. 
  The results of the implicit association test indicate staff are biased against students 
with depression as evidenced by the large effect size between the response times.  
Implicit attitudes are more embedded in an individual’s psyche and thus more difficult to 
change.  Similarly, these associations could explain suspension and expulsion data 
because student actions may require teachers to make split second decisions and those are 
influenced by implicit attitudes.  For example, if a student with depression is off task 
frequently then the teacher may become frustrated from repeatedly redirecting the student 
and this could lead to a frayed relationship.  Professional development must help teachers 
recognize symptoms and help them understand the student is not at fault due to the 
mental health disorder.  Unfortunately, research has yet to find a simple path to change 
implicit attitudes, but it remains possible that intervention such as mental health 
awareness may need to be long-term.  Given the dearth of responsibilities of school staff 
it may be difficult to increase mental health trainings, but it should be prioritized.  
Greater staff awareness will help staff build better relationships with students.  The 
implications for students would potentially be a more inclusive learning environment.  
Living with an emotional disability is difficult so it is necessary these students receive 





what they need both academically and emotionally.  Lastly, educator prep programs 
should focus on producing graduates who understand emotional disabilities and can 
respond to these students appropriately.   
 These trainings must extend beyond mental health literacy to focus on how 
educators see the many facets of their students. Outcomes for students from Black or 
Latino families lag behind white students.  Racial and systemic biases must be properly 
addressed as staff can exacerbate marginalization.  Students who identify as LGBTQ+ 
face similar biases and are at greater risk of developing a mental health condition.  It is 
vital for staff to understand and identify the interplay of these demographic variables in 
their students.  Staff awareness plays a critical role in how they support and treat their 
students.  If students receive positive treatment from adults they can grow academically.  
If adults turn the educational environment into a power struggle then it harms all 
students.  Students with depression deserve an environment in which they can accepted 
and not feel shame.  Teachers and administrators face external pressure to produce 
growth and proficiency, but without failure humans never learn.  The educational system 
has failed many students and it will continue to fail until the adults becomes more 
accepting of student differences, are equipped to meet the needs of students, and until 
schools are properly funded to meet the needs of all students. 
Future Research  
 This study has provided new information regarding 6-12th grade staff attitudes and 
associations for students with depression.  Prior to this study, little was known about staff 
attitudes as well as their willingness to provide or agree to provide various supports.  





Further research and use of these measures should consider how to obtain a more 
representative sample of 6-12th grade staff.  It is possible a more representative sample 
would lead to normally distributed responses on many of the items and this would help 
with the IRT and CFA analyses. This research study has led to the following questions 
that can be the emphasis of future research: 
1. What items can measure the dimensions (locus, stability, personal control, and 
external control) of explicit attitudes of 6-12th grade staff toward students with 
depression?  
2. What items can measure the construct of helping behavior of 6-12th grade staff 
toward students with depression? 
3. Does the implicit association test of 6-12th grade staff toward students with 
depression demonstrate further evidence of reliability and validity with a 
generalizable sample? 
4. What factors at the staff level impact the suspension and expulsion rate for 
students with emotional disabilities? 
5. What is the educational experience for students with emotional disabilities? 
6. What barriers do students with emotional disabilities face in the K-12 
education setting? 
7. What is the experience for K-12 staff in supporting students with emotional 
disabilities? 
8. What is the building leader’s experience in supporting teachers who support 
students with emotional disabilities? 





9. What is the building leader’s experience in supporting students with emotional 
disabilities? 
10.  How do licensed mental health staff support students with emotional 
disabilities? 
11. How do licensed mental health staff support colleagues in supporting students 
with emotional disabilities? 
Value to Practitioners  
This study contributed in numerous ways to the field of K-12 education.  Though 
two of the measures did not show evidence of reliability, the responses do provide some 
insight that could be included in professional development.   The items from the explicit 
attitudes measure showed staff are confused in recognizing the causes of symptoms of 
depression.  The helping behavior measure showed staff are overall agreeable to supports 
and more reluctant to negatively respond.  The implicit association test indicated a 
significant bias against the student with depression.  The low number of participants limit 
the generalizability of these results, but they remain valuable to a limited extent. 
Individual items from the explicit attitudes survey indicate licensed 6-12th grade 
staff do not understand the causes of symptoms of depression.  Professional development 
can focus on helping staff understand that the student is not responsible for the symptoms 
of depression (or other emotional disabilities).  The key for professional development is 
to provide concrete examples for staff to understand how symptoms manifest and what is 
required to mitigate symptoms.  Licensed staff play an important role in supporting all 
students and students with depression may need more compassion than others.  Negative 





explicit attitudes can harm relationships over time and staff must be aware of how 
depression manifests and how they can respond and support. 
Professional development should target and improve the manifestation 
determination review (MDR) process.  This process is triggered when a student with a 
qualifying disability may be expelled or when a student may be suspended for an 11th.  At 
the MDR meeting, the school team asks if the student’s behavior that led to disciplinary 
action was due to a manifestation of their disability or if it was a failure to implement the 
student’s plan.  This study has direct consequences for how the team answers the former 
of these questions.  Fundamentally, the school team must understand how the student’s 
disability manifests.  When a student has an emotional disability the hidden nature of 
these conditions makes it challenging to identify symptoms.  The results of this study 
show many staff are unsure about the most common causes or the nature of symptoms of 
depression.  This study did not include items with the most severe symptoms of 
depression that might lead to suspension or expulsion.  However, depression and other 
mental health conditions can cause sufferers to exhibit dangerous and disruptive 
behaviors.  Professional development should key on the scope of symptoms for mental 
health conditions and when appropriate should review previous MDR team decisions to 
learn from past events.  All licensed staff can participate in the MDR process so 
professional development must be given to all licensed staff. 
The implicit association test result indicate staff could benefit from implicit bias 
training in the area of mental health.  Implicit bias is a relatively new field, but staff 
would benefit from on-going bias training similar to the anti-racist trainings that are 





becoming widespread.  Implicit biases are more ingrained subconsciously and thus single 
interventions may not succeed in changing automated associations and the responses they 
produce.  Ongoing professional development would be needed because automatic 
negative responses can have greater influence than explicit attitudes.  Negative responses 
from staff could increase the student’s negative self-image and exacerbate these 
symptoms.  Interestingly, many participants indicated they suffered from diagnosed or 
suspect depression so professional development could not only benefit staff-student 
relationships, but also staff-staff relationships.  Students with depression and other 
emotional disabilities face unique challenges in grades 6-12 and it is critical all staff 
understand and recognize how symptoms impact a student’s behavior.  School staff can 
support these students in many positive ways, but the negative implicit associations found 
in this study may explain why students with emotional disabilities continue to face many 
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Appendix A: Data Screening 
Table 11 
Multivariate Outliers for the Explicit Attitudes and Helping Behavior Measures 
  
Person Mahalanobis EA p-value Mahalanobis HB p-value 
36 25.26 0.01 22.96 0.01 
48 23.33 0.03 13.98 0.17 
31 22.44 0.03 28.99 0.00 
17 20.14 0.06 15.75 0.11 
14 19.02 0.09 - - 
32 19.01 0.09 2.00 1.00 
59 18.66 0.10 4.00 0.95 
34 18.40 0.10 15.81 0.11 
38 17.51 0.13 6.57 0.77 
5 16.18 0.18 3.18 0.98 
42 15.37 0.22 3.77 0.96 
79 15.09 0.24 9.42 0.46 
1 14.77 0.25 2.95 0.98 
47 13.58 0.33 28.99 0.00 
39 13.51 0.33 2.74 0.99 
35 13.40 0.34 10.65 0.39 
53 13.23 0.35 5.22 0.88 
21 13.17 0.36 21.03 0.02 
93 12.93 0.37 16.09 0.10 
94 12.10 0.44 11.78 0.30 
44 11.77 0.46 2.63 0.99 
45 11.28 0.51 15.48 0.12 
49 11.25 0.51 5.37 0.87 
71 11.22 0.51 2.40 0.99 
95 11.08 0.52 2.40 0.99 
33 10.94 0.53 38.76 0.00 
52 10.43 0.58 10.12 0.43 
90 10.40 0.58 4.05 0.94 
2 10.25 0.59 2.55 0.99 
23 9.96 0.62 17.13 0.07 
58 9.87 0.63 4.45 0.92 
7 9.72 0.64 1.95 1.00 
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28 9.68 0.64 4.05 0.94 
54 9.62 0.65 2.91 0.98 
46 9.40 0.67 4.45 0.92 
85 9.27 0.68 4.05 0.94 
25 8.94 0.71 6.62 0.76 
43 8.50 0.75 9.54 0.48 
56 7.90 0.79 7.16 0.71 
41 7.85 0.80 4.05 0.94 
88 7.67 0.81 4.54 0.92 
37 7.51 0.82 9.83 0.46 
57 7.31 0.84 19.08 0.04 
26 7.22 0.84 9.40 0.49 
30 7.16 0.85 14.48 0.15 
22 6.48 0.89 15.70 0.11 
60 6.46 0.89 4.33 0.93 
15 6.12 0.91 23.99 0.01 
29 6.02 0.91 5.15 0.88 
55 5.18 0.95 15.91 0.10 
8 4.74 0.97 1.95 1.00 




Appendix B: Measure Frequencies by Item  
Table 12 
Frequency by Percentage for Explicit Attitudes 
 1 2 3 4 5 6 7  
Not manageable 15% 25% 17% 35% 6% 2% 0% Manageable 
Taylor’s environment 2% 0% 6% 14% 21% 54% 4% Taylor’s character 
Permanent 0% 0% 2% 19% 21% 40% 17% Temporary 
Uncontrollable 8% 31% 15% 23% 14% 10% 0% Controllable 
Taylor cannot regulate 0% 12% 15% 33% 17% 21% 2% Taylor can regulate 
Outside of Taylor 4% 8% 4% 50% 17% 17% 0% Inside of Taylor 
Unstable over time 2% 15% 17% 40% 15% 8% 2% Stable over time 
Not under Taylor's power 2% 23% 14% 29% 25% 8% 0% 
Under Taylor's 
power 
Unfixable 2% 4% 12% 50% 21% 10% 2% Fixable 
About the school 
environment 0% 0% 2% 14% 29% 39% 17% About Taylor 
Unchangeable 0% 0% 2% 6% 23% 48% 21% Changeable 












Not sure, I would 











Ability to leave class. 0% 8% 0% 14% 62% 17% 
Consequences for 
missing work.* 58% 37% 6% 0% 0% 0% 
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Extra time to 
complete classwork. 4% 16% 33% 29% 14% 4% 
Consequences for 
being off task.* 14% 33% 52% 0% 0% 2% 
Listen to Taylor's 
problems. 0% 0% 0% 2% 2% 96% 
Provide Taylor with 
advice. 0% 4% 10% 8% 37% 42% 
Provide Taylor 
mental health 
services. 4% 0% 0% 2% 10% 85% 
Provide access to 
missed teacher 
instruction. 0% 4% 0% 4% 25% 67% 
Speak with Taylor's 
guardians. 0% 0% 0% 8% 14% 79% 
Allow Taylor to 
access to a trusted 
adult upon request. 0% 0% 0% 0% 4% 96% 







Appendix C: DIF Plots 
Figure 17 
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